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Kolantyl 


is much more than an antacid 


Clinical experience clearly indicates 
that alkali is not the only answer to 
ulcer pain.'-5 

More than an antacid is needed. 
Kolantyl is more than an antacid. It 
blocks all three sources of ulcer pain. 
An antispasmodic (safe Bentyl) to stop 
pain-producing spasm. Anti-enzyme 
action to curb peptic erosion. Balanced 
antacids that neither constipate nor 
laxate. Plus a demulcent to promote 
healing. 


TRADEMARKS: BENTYL@®, KOLANTYL® 


Shotgun therapy? Probably not, when 
you consider this: Which one of the 
ingredients of Kolantyl can an ulcer 
patient do without? 


Dosage: | teaspoonful, or 2 tablets, 
every three hours, as needed. 


REFERENCES: 1. Altschule, Mark D.: Med. Science 
6:560, Oct. 25, 1959. 2. Kasich, A. M.; Boleman, 
A. P., Jr., and Rafsky, J. C.: Am. J. Digest. Dis. 1:361, 
1956. 3. Roth, J. L. A.; Wechsler, R. L., and Bockus, 
H. L.: Gastroenterology 31:493, 1956. 4. Rafsky, 
J. C.: Gastroenterology 27:29, 1954. 5. Ruffin, J. M.; 
Baylin, G. J.; Legerton, C. W., and Texter, E. C., Jr.: 
Gastroenterology 23:252, 1953. 
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@ Prevention of nausea and vomiting 
@ Selective action on the emetic center 
@ “Excellent” or “‘good” relief 


®@ Little or no drowsiness 
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Specific effectiveness 
in morning sickness 
with 


MORNIDINE’ 


Mornidine (brand of pipamazine), another achieve- 
ment of Searle Research, provides selective action 
on the vomiting center with very little drowsiness. 
Mornidine is extremely effective in morning sick- 
ness. In 145 pregnant patients, 91 per cent had “ex- 
cellent” or “good” relief from nausea and vomiting. 

Doses of 5 mg. at intervals of six to eight hours 
provide effective relief all day. Suggestion: first tab- 
let to be taken upon awakening. 

For patients unable to retain oral medication 
when first seen, Mornidine may be administered in- 
tramuscularly in doses of 5 mg. (1 cc.). 

G.D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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i l iation of physici: gaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reports portinent to 
the work of the Academy’s 15 standi: 
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SCIENTIFIC ARTICLES 


Results of Resection of Pulmonary Metastases . 82 
William R. Halliday, M.D. 


In certain carefully selected cases, the removal of metastases to 
lung may prolong life for many years, even though the origi:.| 
tumor is not treated. 


The Pathology of Juvenile Hemiplegia . 88 
Orville T. Bailey, M:D. 


Hemiplegia in the young is a striking clinical finding, but there are 
usually other abnormal neurologic signs. 


The Unreasonable Rebel: The Criminal 
Psychopath .... 6a 98 
Edward Podolsky, M.D. 


The Shoulder-Hand Syndrome Ae 101 
Otto Steinbrocker, M.D. and Thomas G. Argyros, M.D. 


This common disabling syndrome is clearly discussed as to diag- 
nosis, etiology and treatment, by means of questions and answers. 


Esophageal Varices . . . . . ae 111 
Edward B. Benedict, M.D. and George L. Nardi, M.D. 


The cause, diagnosis and management and surgical treatment of 
esophageal varices are described clearly in this article. 


Mediastinal Granulomas....... .. 118 
Sol Katz, M.D. 


Isoniazid Prevents Tuberculous Meningitis ©. . 119 
Paul A. Pamplona, M.D. and Gwilym R. Jones, M.D. 


Isoniazid given for one year is more than 85 per cent effective in 
preventing complications that would have been expected to develop 
after childhood tuberculosis. 


Practical Therapeutics: 


Symposium on the i and Management of 
Early Cancer... a3 122 
Walter E. O’Donnell, M.D., Louis Venet, M.D. and 
Emerson Day, M.D., editors 


In this and next month’s issues, the Practical Therapeutics series 
is composed of a group of short articles on the early detection of 
cancer in various parts of the body, showing how cancer detection 
can be made an office procedure. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Evaluation of Critical Factors in Extracorporeal 
Circulation. GERALD H. PRATT, M.D., WILLIAM 
WOLFF, M.D., JOHN COMER, M.D. AND STANLEY 
GIANNELLI, M.D. A timely review of the problems 
presented by open heart surgery. The program 
necessary to carry out this procedure is clearly 
described. 


The Risks of Complication in Benign Gastric 
Uleer. Lt. Cot. Eppy D. PALMER, Mc. The 
course, complications and treatment of over 300 
patients with gastric ulcer are described. Com- 
plications while patients are asymptomatic are 
particularly high in this group as compared to 
duodenal ulcer. 


Chickenpox Pneumonia. ARTHUR R. CRAMPTON, 
M.D., MARTIN H. SEIFERT, M.D. and H. C. 
BURKHEAD, M.D. Varicella virus invasion of 
the lower respiratory tract is seen almost 
exclusively in young adults. This complication 
of chickenpox, although still rare, seems to be 
increasing in frequency as more adults are 
developing the disease. 


Ototoxicity of Certain Antibiotic Drugs. JoHN B. 
GREGG, M.D. AND DEAN M. LIERLE, M.D. 
Several members of the broad spectrum group of 
antibiotics are shown to have definite and severe 
injurious effects upon structures of the inner ear. 


A Therapeutic Approach to Rheumatoid Spon- 
dylitis. JOHN J. CALABRO, M.D. Patients with 
this severe crippling disease can be rehabilitated 
successfully as outlined in this article. 


Treatment of the Nonmalignant Unhealthy 
Cervix: Cervicitis. JAMES A. MERRILL, M.D. 
Chronic cervicitis presents some difficult prob- 
lems in treatment, but it can be properly taken 
care of in an office procedure, as outlined in this 
article. 


Surgical Correction of Salivary Fistula. HowARD 
C. BARON, M.D. The diagnosis and treatment of 
“the lacerated parotid duct syndrome”’ is dis- 
cussed. Included are surgical pointers on deal- 
ing with this debilitating problem. 
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each component contributes to the efficacy of 


BENYLIN EXPECTORANT 


potent antihistaminic—relieves nasal stuffi- 
ness, sneézing, lacrimation, itching, and 
bronchial congestion 

proven expectorants—liquefy and loosen tena- 
cious mucus... help clear the respiratory tree 
time-tested antispasmodic—decreases broncho- 
spasm; helps ‘quiet the cough reflex 
palatable demulcent —raspberry-flavored 
syrup soothes raw, irritated throat mem- 
branes... pleasant taste is readily acceptable 


to patients of all ages 


BENYLIN EXPECTORANT contains in each fluid- 
ounce: 


Benadryl® hydrochloride ............. 80 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Ammonium chloride .................. 12 gr. 
Soci GawMNO . .. . . 48Gb lay Gek so oan 5 gr. 
Ng ee ee eee Re 2 gr. 
Mean Bias os fs sigs cavaa ee cust 0.1 gr. 
Ric oe eke SS so val 5% 


supplied: BENYLIN EXPECTORANT is available in 16 


ounce and l-gallon bottles. 27860 
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FOR MANY YEARS, the tiny “MPA” logotype has 
appeared at the bottom of the adjacent column. 
GP only prints it—it belongs to the Magazine 
Publishers Association. For an equal number of 
years, GP has been an active member of this, 
and other, publishing associations. 

In mid-February, the MPA board met with a 
group of key people from the Association of Na- 
tional Advertisers and the American Association 
of Advertising Agencies. Their purpose: To dis- 
cuss “Truth and Taste in Advertising.”” One can 
hardly dispute the fact that both ingredients are 
much-to-be-desired and that related discussions 
are to be heartily commended. 

At the meeting, it was quickly brought out that 
truth is relatively easy to establish but that it’s 
difficult to set up comprehensive ground rules on 
taste. All three groups are working toward more 
specific codes in both categories and all believe 
that self-regulation is more effective and more 
desirable than restrictive legislation. GP shares 
this key conviction, wishes others agreed. 

This industry news item is reported here only 
as an excuse to reiterate that GP has been self- 
regulatory in both these departments from its 
inception (April, 1950) and that we are proud of 
the record which our advertisers have established 
for honesty and good manners in print. We are 
constantly impressed by evidence that this gen- 
tlemanly behavior stems from an almost uni- 
versal intraindustry belief in veracity and de- 
cency—not from any pressure or fear of dis- 
ciplinary action. In these days when the pharma- 
ceutical manufacturers, in particular, are the 
target of many critics, we are happy to enter into 
the record our experience that these people, al- 
most without exception, are acutely aware of 
their moral obligations as members of the health 
team. 

Their aversion to poor taste and inaccuracy 
in advertising is inherent in the self-discipline 
with which they approach these obligations. 

—M.F.C. 


uo 








for patients who act like restless tigers at night =~ 7 








EXECUTIVE DIRECTOR’S 


Newsletter 


APRIL, 1960 


GNIFICANT EVENTS 


istration Total 
Record High 


> The Academy's policy-making Congress of Delegates, meeting 
last week in Philadelphia, went on record as strongly 
opposed to a general practice certifying board. Startled by 
news that such a board had recently been incorporated in 
Maryland, the delegates pointed out that the "secure status" 
of the family doctor is being achieved "within the frame— 
work" of Academy postgraduate study programs. 

Much attention centered on seven pro and con resolutions 
with the Congress anxious to express its firm opposition and 
repudiate the action of the ten members who formed and 
incorporated the existing board last January. The "board" 
was formed without the knowledge or consent of the 
Academy, the Advisory Board for Medical Specialties or the 
AMA Council on Medical Education and Hospitals. Without 
council approval, such a board has no status or meaning. 

In another key action, the 1960 Congress of Delegates 
stated that free choice of physician is a fundamental 
principle, incontrovertible, unalterable and essential to 


good medical care. 



































> Retiring Board Chairman Floyd C. Bratt, Rochester, N.Y., 
is the Academy's new president-elect. Dr. Bratt, a former 
chairman of the Commission on Legislation and Public Policy, 
will be inaugurated at the 1961 Miami Beach Assembly. 

The Academy vice presidency went to Dr. James D. Murphy, 
Fort Worth, Tex. Dr. Murphy has served five consecutive 
terms as Speaker of the Congress of Delegates. 

The three new Board members are Drs. Donald Kast, Des 
Moines, Ia.; Walter Sackett, Jr., Miami, Fla. and Julius 
Michaelson, Foley, Ala. The new speaker is Dr. Carroll 
Witten, Louisville, Ky. The vice speaker's post went to Dr. 
Lewis Cellio, Columbus, Ohio. 

At impressive Wednesday night inauguration ceremonies, Dr. 
Fount Richardson, Fayetteville, Ark., handed the president's 
medal to Dr. John G. Walsh, Sacramento, Calif. 






































> A new registration record was set when 7,504 doctors and 
guests crowded Philadelphia's Convention Hall. Thousands of 
the registrants took part in an emergency postcard and 
telephone campaign to fight the Forand compulsory health 
insurance bill. 























Executive Director’s 
Newsletter 


Murphy Elected 
Board Chairman 


New Membership 
Standards Set 


Congress Rejects 
Assessment Plans 


New Retirement 
Plan Announced 


AMA to Enforce 
New Program 


> At its first meeting, the new Board of Directors elected 
Dr. Murphy chairman, re-elected Treasurer Albert E. Ritt, 
St. Paul, Minn. Drs. Murphy and Ritt will serve on the 
Executive Committee with Drs. Paul Lindsay, Nashville, 
Tenn., and Paul Read, Omaha, Neb. 


> After January 1, 1966, doctors who apply for Academy 
membership will be required to show that they have had at 


least two years of hospital training. This represents 
another step in the Academy's continuing campaign to raise 
medical care standards. 














> A suggestion to split the Commission on Legislation and 
Public Policy and a second resolution calling for three $10 
annual public relations assessments were rejected. In 
reference committee hearings, it was pointed out that an 
expanded Academy public relations program could be launched 
if additional funds were available. 














>» Much attention focused on the new American Academy of 
General Practice Retirement Plan combining a guaranteed 
annual income with a mutual fund investment program. 
Details of the plan, developed by the AAGP Committee on 
Insurance, will soon be mailed to every member. 











> After July 1 all foreign medical school graduates taking 
approved U.S. internship and residency programs must be 
certified by ECFMG, the Education Council for Foreign 
Medical Graduates. Hospitals must either cooperate or risk 
disapproval of training programs. 

Under the plan, foreign interns and residents must qualify 
under at least one of four requirements. These requirements 
are: 

(1) The appointment must be temporary (not more than six 
months) and be based on acceptance for the September 
examination; 

(2) The intern or resident must have a standard or 
temporary ECFMG certificate based on a prior 
examination; 

(3) he must be in his final six months of training, or 

(4) he must hold a full state license. 
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Blue Cross officials have drawn up detailed plans 
fer placing a single, national organization above 
the 79 Blue Cross local plans. Possibly in opera- 
tion next fall, the plan is aimed at nationally- 
operating employers, including the government. 


Absenteeism of American workers due to alco- 
holism costs employers more than 36 million 
man-days a year, more than twice the time lost 
because of strikes in 1957, according to the 
National Council of Alcoholism. 


A Pennsylvania physician 
has organized ‘‘Colleagues 
Everywhere,” a plan to 
send old medical journals 
to physicians in foreign 
lands. Dr. Charles Daugh- 
erty thinks this will help 
fight the spread of com- 
munism. By convincing 
individual doctors that 
“America is good,”’ whole 
communities may be in- 


fluenced. 





The number of resident patients in U.S. public men- 
tal hospitals dropped during 1959 for the fourth 
consecutive year. There were 542,721 patients in 
277 hospitals at the end of the year, 2,142 fewer 
than at the end of 1958. 


A recent survey reveals that members of the 
American Academy of General Practice see or 
talk on the telephone to 941,000 persons a day. 
This is an average of 40.8 per member, an 8 per 
cent increase over the last such survey, con- 
ducted a year and a half ago. 


Easier quarantine procedures will soon be in ef- 
fect at U.S. international airports. There will no 
longer be any preliminary group clearance if no 
illness has been observed during flight. 


GP april 1960 





Quantum Sufficit 








Dr. R. B. Robins, past Academy president, will 
head a “Doctors for Lyndon Johnson” movement 
to work for the Texas senator’s nomination and 
subsequent election. 


A labeling error recently brought about warnings 
from two manufacturers of castor oil in six 
Western states that certain bottles labeled as 
castor oil might contain harmful camphorated oil 
instead. 


HEW Secretary Arthur S. Flemming says that 
antifumes devices should be installed on all new 
cars. He would let installation be up to the car 
owners. 


The New Jersey State Supreme Court has ruled 
that it is not a violation of religious liberty to 
require diphtheria inoculations for school chil- 
dren. The court voted unanimously against an 
appeal by a Christian Scientist. 


Items packaged for the drug trade accounted for 
85 per cent of the record-breaking 1,150,013,808 
collapsible metal tubes manufactured in 1959. 


Fighting fire with fire, Dr. Morton L. Levin urged 
the American Cancer Society to conduct a cam- 
paign to counteract cigarette advertising. The 
Buffalo medical professor said he had in mind an 
advertising campaign by the society to warn 
about the cancer hazards of cigarette smoking. 


Psychologists have devel- 
oped a new tool to probe 
the psyche, a kit of small 
plastic objects, such as 
dogs, stars, hearts, butter- 
flies, a pistol and a blue 
anchor. Subjects will ar- 
range these objects in 
order of importance to 
them, and then tell why. 
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Bquanitrate’ 


Meprobamate and Pentaerythrito! Tetranitrate, Wyeth 


EQUANITRATE helps control pain and accompanying anxiety in angina 
pectoris. It reduces the number and severity of attacks, increases exercise 
tolerance, and lessens nitroglycerin dependence. 

A recent double-blind studyt comparing meprobamate, a placebo, PETN, 
and EQUANITRATE states: ““The best results . . . in both clinical and electro- 
cardiographic response, were observed with a combination of meprobamate 
and pentaerythritol tetranitrate [EQUANITRATE]. . . .”” 

For further information on prescribing and administering EQUANITRATE 
see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa. 


yeth , 
Ae tRussek, H.I.: Am. J. Cardiol. 3:547 (April) 1959. *Trademark 
Supplied: EQUANITRATE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), 

A Century of white oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaeryth- 


Service to Medicine ritol tetranitrate), yellow oval tablets, vials of 50. 























Quantum Sufficit 


African medicine men have 
organized the African 
Herbalists Association of 
Central Africa. They aim, 
in part, to undo the harm 
done by witch doctors. 





More than 5.8 million Americans have some de- 
gree of hearing loss. Out of every 1,000 males, 40 
have impaired hearing. The high male rate is 
attributed to frequent involvement in accidents, 
greater exposure to prolonged noise in industry. 


Johns Hopkins Hospital invites donations under 
a special Internal Revenue Service ruling which, 
it says, authorizes establishment of trusts for 
nonprofit hospitals from which donors may re- 
ceive tax-free income for life. The plan may pro- 
vide that the same benefits extend for the life of 
the donor’s designated survivor. 


A Copenhagen inventor has 
developed an _ electronic 
device to shut off a car en- 
gine if the driver’s breath 
has alcohol on it. 


Doctors are urging larger tax deductions for 
people 65 and over. The AMA says that further 
concessions, such as a bigger exemption, would 
help the elderly finance more of their medical 
needs and so stave off any government system of 
hospitalization and medical care. 


Out of every $1 the government spends, 21 cents 
goes for welfare. 


At a regional conference of the Pharmaceutical 
Manufacturers Association, Dr. E. Gifford Up- 
john, president of Upjohn Co., urged insurance 
companies to insure people against drug costs, 
scorned restrictive legislation suggested by Ke- 
fauver Committee. 
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Two University of Cincinnati researchers have found 
that city taxi and truck drivers develop lung 
cancer 120 times as often as farmers do. 


In President Eisenhower’s first budget year (which 
ended in mid-1953), the welfare budget was $6.9 
billion. His last budget year (to end in mid- 
1961) welfare figure will be an estimated $20.3 
billion. 


The USPHS reports that Asian flu strikes hardest 
among teenagers. Crowded schoolrooms are cited 
as the probable cause. 


Three color additives used 
in lipsticks have proved 
harmful to laboratory rats, 
an FDA scientist testified 
at a recent hearing. 





Cancer is responsible for the deaths of more 
American children than any other cause except 
accidents. Twelve per cent of all deaths occurring 
between the ages of 1 and 14 are caused by vari- 
ous forms of cancer, including leukemia. 


Federal authorities have accused a Chicago medical 
supply firm of supplying “goofballs,” containing 
amphetamine sulfates, to Missouri and Illinois 
truck drivers. 


The hearing aid industry has gone on record against 
the Forand bill, even though it might increase 
sales of its products. 


Seventy major U.S. hospitals 
in 27 states are now using 
all-electrically operated 
hospital beds. The Uni- 
versity of Michigan Medi- 
cal Center will have 300 in 
service by the end of the 
year. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN* (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


Volume X XI, Number 4 GP 
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207 S. Maryland Ave., Wilmington; Executive Secretary: 
Mr. Lawrence Morris, Jr., 1925 Lovering Ave., Wil- 
mington 


District of Columbia. President: Beveridge Miller, M.D., 
1028 Connecticut Ave., N. W., Washington 6; Secretary: 
William Robert Perkins, M.D., 1463 Rhode Island Ave., 
N.W., Washington 3 


Florida. President: Walter J. Glenn, M.D., 1106 E. Broward 
Blvd., Ft. Lauderdale; Secretary-Treasurer: A. MacKen- 
zie Manson, M.D., 2442 Atlantic Blvd., Jacksonville; 
Executive Secretary: Mr. Marshall D. Brainard, 1453 
Louisa St., Box 5666, Jacksonville 


Georgia. President: Ben Keith Looper, M.D., Cherokee 
Clinic, Canton; Secretary-Treasurer: William M. Mon- 
crief, M.D., 756 Cypress St., N.E., Atlanta; Executive 
Secretary: Mr. Milton D. Krueger, 938 Peachtree St., 
N.W., Atlanta 

Hawaii. President: Edmund L. Lee, M.D., 1481 S. King St., 
Honolulu 14; Secretary-Treasurer: J. I. Frederick Rep- 
pun, M.D., 45-461 Pua Inia, Kaneohe, Oahu; Executive 
Secretary: Mr. R. M. Kennedy, 510 S. Beretania St., 
Honolulu 
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’ State Chapter 
President and Secretaries 


Idaho. President: Arch T. Wigle, M.D., 1605 N. Arthur, 
Pocatello; Secretary-Treasurer: Jay Peterson Merkley, 
M.D., Box 308, Pocatello 


Illinois. President: John C. Smith, M.D., 2227 S. 52nd Ave., 
Cicero; Executive Director: Harry Marchmont-Robin- 
son, M.D., 14 E. Jackson Blvd., Chicago 


Indiana. President: Bernard E. Edwards, M.D., 704 N. 
Main St., South Bend; Executive Secretary: Mr. Charles 
G. Dosch, 1403 N. Delaware St., Indianapolis 


Iowa. President: L. H. Jacques, M.D., 2 S. Linn St., Iowa 
City; Secretary-Treasurer: Verne Leroy Schlaser, M.D., 
711 E. Locust, Des Moines; Executive Secretary: Mrs. 
Isabelle Wandling, Bankers Trust Bldg., Des Moines 


Kansas. President: Cloyce A. Newman, M.D., 603 Mills 
Bldg., Topeka; Secretary-Treasurer: Norman H. Over- 
holser, M.D., 300 S. Main, El Dorado; Executive Secre- 
tary: Mr. Gene M. Wilcox, 506 State Bank Bldg., Winfield 


Kentucky. President: Daryl P. Harvey, M.D., Route 6, 
Glasgow; Secretary-Treasurer: John J. Rolf, M.p., 406 
W. 6th St., Covington; Executive Secretary: James S. 
Williams, M.D., 1169 Eastern Pkwy., Louisville 


Louisiana. President: Joseph W. Crookshank, M.D., 210 S. 
Ryan St., Lake Charles; Secretary: Francis I. Nicolle, 
M.D., 1326 Foucher St., New Orleans 15; Executive 
Secretary: Mrs. Helen Lear, 4719 S. Carrollton Ave., 
New Orleans 


Maine. President: Norman E. Dyhrberg, M.D., 323 Main 
St., Cumberland Mills; Secretary-Treasurer: John D. 
Denison, M.D., 105 Brunswick Ave., Gardiner 


Maryland. President: Walter A. Anderson, M.D., 3001 Shan- 
non Dr., Baltimore; Secretary: Charles P. Crimy, M.D., 
2722 E. Monument St., Baltimore; Executive Secretary: 
Mr. William J. Wiscott, 3722 Greenmount Ave., Balti- 
more 


Massachusetts. President: Charles A. Herrick, M.D., 21 
Union St., Manchester; Secretary: Charles W. Stratton, 
M.D., 2 Park St., Lee; Executive Secretary: Mr. William 
T. Maloney, 6 Beacon St., Boston 


Michigan. President: Howard C. Rees, M.D., 15700 Mack 
Ave., Detroit 24; Executive Secretary: E. Clarkson 
Long, M.D., 2626 Rochester Ave., Detroit 


Minnesota. President: Cyril R. Tifft, M.p., 806 E. 7th St., 
St. Paul 6; Secretary-Treasurer: Charles Joel Beck, M.D., 
147 7th Ave., N.E., North St. Paul; Executive Secre- 
tary: James A. Blake, M.D., 15 9th Ave. S., Hopkins 
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Mississippi. President: Robert James Moorhead, m.p., 107 
E. Jefferson St., Yazoo City; Secretary-Treasurer: John 
Roy Bane, Jr. M.D., 809 Westland Plaza Arcade, Jack- 
son; Executive Secretary: Miss Louise Lacey, Box 1435 
Jackson 


Missouri. President: Preston C. Hall, M.p., 3902A Lafa- 
yette, St. Louis 10; Secretary-Treasurer: John F. Pearl, 
M.D., St. Clair; Executive Secretary: Mr. Raymond Mc- 
Intyre, 622 Missouri Theatre Bldg., St. Louis 


Montana. President: Harry R. Soltero, M.D., 315 N. Broad- 
way, Billings; Secretary-Treasurer: Vernon D. Standish, 
M.D., 127 McLeod, Big Timber 


Nebraska. President: Rudolph F. Sievers, M.D., Blair Clinic 
Bldg., Blair; Secretary-Treasurer: John A. Brown, III, 
M.D., 113 N. 11th St., Lincoln; Executive Secretary: Mrs. 
Aletha E. Kos, 412 Lincoln Liberty Life Bldg., Lincoln 


Nevada. President: Dennis Cunningham, M.D., 1626 E. 
Charleston Blvd., Las Vegas; Secretary-Treasurer: Rich- 
ard C. Sheretz, M.D., 508 Humboldt St., Reno 


New Hampshire. President: Reginald F. DeWitt, m.p., 174 
Main St., Plymouth; Secretary: William F. Putnam, 
M.D., Lyme; Executive Secretary: Mr. Hamilton Put- 
nam, 18 School St., Concord 


New Jersey. President: Benedict B. Scasserra, M.D., 164 
Nassau St., Princeton; Secretary: George C. Parell, M.D., 
467 Mount Prospect Ave., Newark; Executive Secretary: 
Mr. Arthur R. Ellenberger, 120 Halsted St., East Orange 


New Mexico. President: C. Pardue Bunch, M.D., Medical 
Center, Artesia; Secretary-Treasurer: Randall William 
Briggs, M.D., 406 N. Pennsylvania, Roswell 


New York. President: Louis Bush, M.D., 752 Merrick Rd., 
Baldwin; Secretary-Treasurer: Raymond S. McKeeby, 
M.D., 84 Main St., Binghamton 


North Carolina. President: Ralph B. Garrison, M.D., 222 
Main St., Hamlet; Secretary-Treasurer: John R. Bender, 
M.D., Nissen Bldg., Winston-Salem 


North Dakota. President: William M. Buckingham, M.D., 
Box 6, Elgin; Secretary-Treasurer: Richard DePuy Nier- 
ling, M.D., 401 3rd St., S.E., Box 951, Jamestown 


Ohio. President: Lewis W. Cellio, M.D., 1269 Grandview 
Ave., Columbus; Executive Secretary: Mr. Robert Wil- 
son, 1500 W. 3rd Ave., Columbus. 


Oklahoma. President: Robert T. Sturm, M.D., 1111 N. Lee, 
Oklahoma City; Secretary-Treasurer: Arnold G. Nelson, 
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M.D., Box 5646, Midwest City; Executive Secretary: 
Mrs. Orene Ramsey, Box 9696, Shartel Station, Okla- 
homa City 


Oregon. President: Stanley A. Boyd, M.D., Medical Dental 
Bidg., Portland; Executive Secretary: Mr. George Wann, 
9633 N. Portsmouth, Portland 


Pennsylvania. President: James D. Weaver, M.D., 3123 
State St., Erie; Secretary: Winfield B. Carson, Jr., M.D., 
3361 Bethel Church Rd., Bethel Park; Executive Direc- 
tor: Mr. David M. Cleary, Box 83, Upper Darby 


Puerto Rico. President: Hector M. Sampayo, M.D., Box 
1809, San Juan; Secretary-Treasurer: Ralph J. Lum, Jr., 
M.D., 601 Miramar Avenue, Santurce 


Rhode Island. President: Walter E. Hayes, M.D., 1103 
Cranston St., Cranston; Secretary-Treasurer: Richard J. 
Kraemer, M.D., 2907 Post Rd., Greenwood P.O., War- 
wick; Executive Secretary: Mrs. Madeline Flanigan, 
2907 Post Rd., Greenwood P.O., Warwick 


South Carolina. President: William T. Hendrix, M.D., 
Andrews Bldg., Spartanburg; Secretary-Treasurer: Hor- 
ace M. Whitworth, M.D., 301 E. Coffee St., Greenville; 
Executive Secretary: Mrs. Inez C. Lytle, 301 E. Coffee 
St., Greenville 


South Dakota. President: Gerritt J. Bloemendaal, M.D., 
Ipswich; Secretary-Treasurer: Howard R. Wold, M.D., 
820 N. Washington, Madison 


Tennessee. President: Estill L. Caudill, Jr., M.D., 301 
Watauga Ave., Elizabethton; Secretary-Treasurer: Irv- 
ing R. Hillard, M.D., 601 Woodland St., Nashville; Ex- 
ecutive Director: Miss Betty Taylor, Mid-State Med- 
ical Center, 2012 Church St., Nashville 


Texas. President: E. Sinks McLarty, M.D., 1906 21st St., 
Galveston; Executive Secretary: Mr. Donald C. Jack- 
son, 1905 N. Lamar Blvd., Austin 


Utah. President: Orson B. Spencer, M.D., 55 N. 6th E., 
Price; Secretary-Treasurer: Harold E. Young, Jr., M.D., 
28. Main St., Midvale 


Vermont. President: Donald W. Humphreys, M.D., 212 
Silver St., Bennington; Secretary-Treasurer: Edward B. 
Crane, M.D., Box 306, Charlotte 


Virginia. President: Fletcher J. Wright, Jr., M.D., 49 S. 
Market St., Petersburg; Secretary: Samuel F. Driver, 
M.D., 3604 Williamson Rd., Roanoke; Executive Secre- 


tary: Mrs. Louise B. Greiner, 4205 Dover Rd., Rich- 
mond 
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Washington. President: John C. Ely, M.p., E. 10706 
Sprague Ave., Opportunity; Secretary-Treasurer: John 
E. Gahringer, Jr., M.D., Medical Arts Bldg., Wenatchee; 
Executive Secretary: Mr. Walter Lapsley, 216 W. 37th 
St., Vancouver 


West Virginia. President: Myer Bogarad, M.D., 1732 Main 
St., Weirton; Secretary: Randall Connolly, M.D., 2701 
Grand Central Ave., Vienna; Executive Secretary: Mr. 
Donley T. Shultz, Box 1187, Fairmont 


Wisconsin. President: Charles J. Picard, M.D., 425 21st 
Ave., E., Superior; Secretary-Treasurer: John A. Kelble, 
758 N. 27th St., Milwaukee; Executive Secretary: Mr. 
Robert H. Herzog, 758 N. 27th St., Milwaukee 


Wyoming. President: Walter R. Cockley, M.D., 1709 Carey, 
Cheyenne; Secretary-Treasurer: Willard H. Pennoyer, 
M.D., Hynds Bldg., Cheyenne 





Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 


make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 110 


1 4-fully-stocked 
divisions ... 
coast to coast 


a. s. aloe company 
1831 OLIVE STREET © ST. LOUIS 3, MO. 
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Calms fears, promotes sleep, reduces postoperative excitement 


Controls nausea and vomiting—motion sickness, pregnancy, 
surgery, reflex causes 


Counters sensitivity reactions—allergy, drugs, tissue edema 
of trauma or surgery 


Cuts dose requirements of depressant agents—narcotics, bar- 
biturates, anesthetics 


TABLETS 
PHENERGAN. RIES 
SUPPOSITORIES 
HYDROCHLORIDE senate 
Promethazine Hydrochloride, Wyeth 
Wyeth Laboratories Philadelphia 1, Pa. 083 
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Yours Truly 





Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Feverish Exploitation 


Dear Sirs: 

As a long time subscriber to both GP and the 
Saturday Review, I find myself so shocked by your 
“Publisher’s Memo” entitled ‘‘Lear’s Leer’ in the 
December issue of GP, that I simply cannot resist 
writing this letter. 

Please understand that I have a high regard for 
both of these publications, but I do not believe that 
your attitude regarding this matter is a fair represen- 
tation of the attitude of the well-informed general 
practitioner. 

I am sure that John Lear is not an authority on 
pharmacology, and I am equally sure that he is fully 
cognizant of this fact. But this is not the important 
point about these articles in the Saturday Review. 
An honest, intelligent and conscientious physician 
will agree that what the Saturday Review is attempt- 
ing to do in exposing the present feverish exploitation 
of “new” drugs by certain pharmaceutical concerns 
should have been done by medical publications a long 
time ago. 

Asa physician, I am ashamed to admit that except 
for the estimable New England Journal of Medicine, 
there has been very little said about this in medical 
publications. So, almost by default, it fell upon the 
Saturday Review to lead the way in exposing these 
abuses. I am appalled that after having done so, it 
should be attacked by a medical publication of GP’s 
standing with arguments that are immaterial and 
pieayune to say the least. Perhaps if GP and similar 
medical magazines had exposed these abuses previ- 
ously, it would not have been necessary for a pharma- 
cologically untrained, but sincere layman to attempt 
it. 

I would venture the opinion that discriminating 
Physicians everywhere are sickened by the crass 
commercialism and Madison Avenue approach of 
many (not all) drug companies in the promotion of 
‘new” drugs. 
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Surely, it is true that many of these drugs are not 
new at all; some that are new are either inefficient or 
positively harmful; some have not had adequate, 
controlled clinical trial; others are merely combina- 
tions of old drugs which should, as a rule, be pre- 
scribed separately. Claims are exaggerated; undesir- 
able side-reactions are minimized. 

Surely it is true that merely because a drug can be 
prescribed in one-tenth the dose of a previous similar 
drug, it is mot ten times as desirable a drug. 

Surely, it is not necessarily true: that two anti- 
biotics are better than one. Yet many drug com- 
panies do not clarify these issues in their advertising. 

Perceptive physicians know that these things are 
true, but why should reputable medical journals gloss 
over them, as if attempting to de-emphasize them? 
Personally, I feel that the excessive volume and un- 
scientific approach of much of the advertising by 
drug companies to physicians is an insult to the 
intelligence of the medical profession. 

I hope that the more responsible pharmaceutical 
concerns will lead the way in elevating the standards 
of medical advertising. Surely, a good housecleaning 
is needed. In the meantime, I shall continue my sub- 
scription to The Medical Letter so that I may be able 
to obtain some responsible information concerning 
the ‘‘new”’ drugs. 

V. MAZZARELLA, M.D. 
Hominy, Okla. 


New Subscriber 


Dear Sirs: 

I am a senior medical student at Duke University 
School of Medicine, and am planning to enter general 
practice after a one-year rotating internship and a 
two-year general practice residency. My future 
practice will be in a rural community in Florida. My 
aspirations are to become affiliated with the Ameri- 
can Academy of General Practice. 

Over the past two years I have read GP in our 
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PRODUCT 


is used so widely and so often... stocked by so many leading 
pharmacies... regarded throughout the world as the pioneer 
in thyroid standardization and the original standard of com- 
parison for all thyroid preparations 
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Yours Truly 


school library, and now I would like to start collect- 
ing my own copies. GP is well clarified, informative, 
comprehensive and up-to-date. Since I have read 
about other medical students being able to obtain 
reduced rates, I am enclosing a $5 check for a year’s 
subscription. 

WILLIAM H. HUBBARD 


Durham, N.C. 


Lead Pipe Hazard 


Dear Sirs: 

I note on page 199 (December, 1959 GP) a reprint 
from the Journal of Pediatrics, July, 1959, on the use 
of hot tap water in making infant formulas. 

Since many old homes in this country still have 
lead pipe plumbing, this lead is a cumulative poison 
and soluble to some degree in hot water. 

I believe a warning of this sort should accompany 
recommendation of this particular practice. 

JOSEPH W. BELSER, M.D. 
East Greenbush, N.Y. 


Actually very few homes now have lead plumbing. 
Copper tubing and brass have been used for years. How- 
ever, Dr. Belser’s point is well taken and in homes with 
lead piping special care must be used.—MEDICAL 
EDITOR 


None (Is or Are) Perfect 


Dear Sirs: 

I always “point with pride” to GP—it’s a darn fine 
magazine. For months, I’ve been trying to find an 
editorial miscue to call to your attention. I believe I 
finally found one in the November “Publisher’s 
Memo.” In the second paragraph, you say, “After all, 
none of us are perfect.” I was always taught to use a 
singular verb with a singular noun, e.g., none of us is 
perfect. Anyway, to err is human and GP is still my 
favorite magazine. 

NAME WITHHELD ON REQUEST 


The reader, whose name is locked in our “confiden- 
tial” file, is to be thanked for his kind comments. He is 
also to be advised that A DICTIONARY OF MODERN 
ENGLISH USAGE (based on Fowler’s MODERN ENGLISH 
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USAGE) points out that “It is a mistake to insist that 
the pronoun (none) is singular only and must at all 
costs be followed by a singular verb.’’ Furthermore, 
Webster’s NEW COLLEGIATE DICTIONARY stresses 
that when “‘none’’ is used as the subject, a plural verb is 
“‘the commoner construction.’’ To any and all who try 
to find ‘‘editorial miscues” in GP, we can only say— 
keep trying. We make them because, after all, none of 
us are perfect.—PUBLISHER 


Special Rate 


Dear Sirs: 

I am an Army intern and would like very much to 
subscribe to your educational and most pleasingly 
edited magazine, GP. 

I would like to know if your organization follows 
the plans of all other great journals in allowing medi- 
cal students, interns and residents to subscribe at 
cut-rate costs. 

ist Lt. Basi, M. RuDusky 
Ft. Benning, Ga. 


The special rate of $5 applies to Lieutenant Ru- 
Dusky.— PUBLISHER 


Sooner Proposition 


Dear Sirs: 

We need a doctor. Our community of Konawa, 
Okla. has a population of approximately 3,300, and 
we have a slow but gradual growth. The 1950 census 
showed 2,700 population. 

Our economy is primarily livestock, dairying and 
petroleum production. 

At present we do not have a medical doctor. We 
have never been without one but it seems the 
tendency is to go on to specialization. Dr. Francis 
Davis of Shawnee suggested this letter as a way to 
assist us. 

If we could get one, or preferably two, qualified 
men, this community would be interested in provid- 
ing good facilities. 

EARL WATTS 
President 
Konawa Chamber of Commerce 
Konawa, Okla. 
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new non-staining | 


SPOROSTACIN S20" 


chemically different, non-staining, “shaped charge” monilicide 
soothing, odorless, white 


Exceptional fungicidal activity—The unique “shaped charge” molecular 
structure of the active agent in SPOROSTACIN Cream facilitates penetra- 
tion of the fatty barrier of the fungous cell membrane for exceptional 
fungicidal activity. 





Outstanding clinical results “The use of this new compound, chlordantoin, 
in the treatment of vaginal candidiasis [moniliasis] offers the advantages 
of simplicity, patient acceptance, and rapid relief of symptoms, together 
with a high percentage of culture-free cures.” 


*Lapan, B.: Am. J. Obst. & Gynec. 78:1320, 1959. 
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Forand Foe 


Dear Sirs: 

I would like to offer my belated congratulations to 
Mr. Frank Groner as new president of the American 
Hospital Association. I certainly welcome the fact 
that we have a man in his position who believes as he 
does about the Forand Bill. This bill is a threat to all 
in the medical profession who care whether or not 
our citizens are protected against socialized medicine. 

Certainly we want a better way and means of 
medical care for our aged, but there is a right way 
and a wrong way. The public must be educated to 
the fact that they, through communication with 
congressmen, members of the House Ways and 
Means Committee (and its chairman), can help 
create enough action to stop this bill from passing in 
its present form. 

With private insurance providing health insurance 
policies for over nine million people over 65 years of 
age, surely there can be a way of benefiting the other 
three million in need without undoing this good and 
lessening the quality of medical care. A compulsory 
federal program is not the answer and if we were to 
give in to such legislation we would be truly sorry. 

PaTRIcIA A. LAZENBY 
Arcadia, Calif. 


Three Cheers 


Dear Sirs: 

Three cheers for your memo “Ethical and Other- 
wise”! Like you, I am well aware that our language is 
viable and constantly undergoing change. It seems to 
me that this change has been more widespread and 
rapid since the war because so many words have tak- 
en on changed or new meanings. However, where a 
new or changed meaning, either directly or by impli- 
cation, creates misunderstanding, I feel that the 
group of people primarily involved with the use of 
such words should make substantial effort to clarify 
the situation. This is what you are doing in your 
memo and I heartily agree. 

H. B. THOMAS 
Vice President 
Fesler Company 
Stamford, Conn. 
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Dear Sirs: 

I have read your, “‘Publisher’s Memo” (November 
GP) with much interest. I wish to congratulate you 
on a very timely article extremely well written. You 
have taken the word “‘ethical’”’ and put it in its prop- 
er perspective. Do you have more copies of this card 
which you mailed? I refer to the card which was 
mailed earlier this month. It is folded and printed on 
cardboard type paper. If you have more of these on 
hand, I would certainly appreciate your sending us 
about 40 of them. I sincerely hope you will be able 
to comply with our request. 

SIDNEY M. HARRIS 
Pfeiffer Company 
St. Louis, Mo. 


Dear Sirs: 

I have just read your “Publisher’s Memo”’ in the 
November issue of GP and I couldn’t agree with you 
more. 

As you may know, our company has some products 
we advertise direct to consumers and other products 
we advertise only to the professions. There has been 
an intracompany tendency to divide our activities 
into “proprietary” and “ethical” departments. How- 
ever, as you can see from this letterhead, those prod- 
ucts advertised only to the profession are handled by 
the Professional Division. 

JOHN W. ECKMAN 
Vice President 
Thomas Leeming & Company 
New York, N.Y. 


Author Satisfaction 


Dear Sirs: 

Thank you very much for your letter and the 
honorarium for my article, ‘““Trends in Medicine: 
Ancient and Modern,” which appeared in the No- 
vember issue of GP. 

The article looked very well indeed in the form 
that it was printed. I am pleased with the number of 
requests I have received for reprints of it. 

I shall donate the check to the Clinic Fund to help 
some of our medical fellows. 

E. PERRY MCCULLAGH, M.D. 
Cleveland, Ohio 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in two or three days. She 
eats well, sleeps well and soon returns to 
her normal activities. 










































Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 





APRIL 


*18-19: University of Oregon, course on pulmonary disease, 
University of Oregon Medical School, Portland. (15 hrs.) 

*18-19: University of Michigan, clinical neurology, Uni- 
versity of Michigan Medical Center, Ann Arbor. (12 
hrs.) 

*19: Lima and Allen County chapters, Ohio Academy of 
Medicine, general toxicology, Shawnee Country Club, 
Lima, Ohio. (1 hr.) 

*21: Pennsylvania chapter and Philadelphia Trudeau So- 
ciety, annual meeting, Bellevue Stratford Hotel, Phila- 
delphia. (8 hrs.) 

*21-22: University of Kansas, course on respiratory physi- 
ology in childhood, University of Kansas Medical Cen- 
ter, Kansas City, Kan. (14 hrs.) 

*22-23: University of Oklahoma, carcinoma of the skin, 
University of Oklahoma Medical School Auditorium, 
Oklahoma City. (14 hrs.) 

"22-23: Utah chapter, annual meeting, Hotel Utah, Salt 
Lake City. (16 hrs.) 

“22-24: Louisiana chapter, medical-dental seminar on 

hypnosis, St. Charles Hotel, New Orleans, La. (20 hrs.) 
23; Rhode Island chapter, annual meeting, Sheraton Bilt- 
more Hotel, Providence. 

3: Babies Hospital, pediatric surgical symposium, New- 

ark » NJ. (4% hrs.) 

i Texas chapter, course on carcinoma in the female, 

_ San Angelo, Tex. (6 hrs.) 

; + Texas chapter, course on headaches and hypertension, 

_ Beaumont and Odessa, Tex. (6 hrs.) 

27: American College of Obstetricians and Gynecolo- 

'Sists, meeting, Morrison Hotel, Chicago, IIl. 

2 : Iowa State Medical Society, general session, Des 

Moines, Ia. (10 hrs.) 

#-30: Tufts University, course on neurology, Boston, 

: Rass, (12 hrs.) 

®: Oklahoma chapter, emotional and behavioral prob- 

‘tems in children, Children’s Medical Center, Tulsa, 

Okla. (5 hrs.) 
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‘i On the Calendar 








*28: St. Mary’s Hospital, first annual teaching day, renal 
disease, St. Mary’s General Practice Department, 
Rochester, N.Y. (6 hrs.) 

*28: Portsmouth (Ohio) chapter, medical and surgical 
gems, Elk City Club, Portsmouth, Ohio. (5 hrs.) 

28: Hawaii chapter, annual meeting, Honolulu. 


MAY 


*1: St. Louis chapter and St. Louis University School of 
Medicine and Washington University, symposium on 
modern trends in therapy, Chase Hotel, St. Louis, Mo. 
(5 hrs.) 

: Southwestern Ohio Society of General Practice, course 
on laboratory aids in diagnosis and treatment, Uni- 
versity of Cincinnati College of Medicine, Cincinnati. 
(4 hrs.) 

*2-6: University of Minnesota, course on intermediate 
electrocardiography, University of Minnesota, Minne- 
apolis. (30 hrs.) 

2-11: Pan American Medical pascitetion, meeting, Mex- 
ico City. 

*6-19: University of Texas Postgraduate School of Medi- 
cine, annual medical cruise to the Caribbean, depart 
New Orleans. 

*6: University of Oklahoma Medical Office of Postgrad- 
uate Educatien, sixth annual meeting Oklahoma Asso- 
ciation of House Staff Physicians, Auditorium of Vet- 
erans Hospital, Oklahoma City. (8 hrs.) 

*9: Harris County (Texas) chapter and University of Texas 
Postgraduate School of Medicine, newly recognized 
viral diseases of infants and children, Jesse Jones Li- 
brary Building, Houston. (1 hr.) 

9-13: American Psychiatric Association, meeting, Hotel 
Traymore, Atlantic City, N.J. 


* 
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Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 17-20, 1961: Miami Beach Auditorium, 
Miami Beach, Fla. 


Annual Symposium on Infectious Diseases 
Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 


Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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even her fellow workers might not know—if her seizures are adequately controlled 
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PERSONALITIES in the Medical News 


April 1960 





Floyd C. Bratt, M.D. 
Academy President-elect 


ON MARCH 21, the Congress of Delegates of the American 
Academy of General Practice handed the president-elect 
assignment to Dr. Floyd Bratt, Rochester, N.Y., immediate 
past vice president and chairman of the Board of Directors. 
Dr. Bratt was elected to the Board in 1956 and was chairman 
of the Commission on Legislation and Public Policy three 
years. A trustee of the AAGP Foundation, he has been 

a member of the Executive Committee two years and was 
committee chairman for the 1959-60 term. He also served 
three years on the Commission on Hospitals and two years 
on the Invitational Scientific Congress Committee. 

In 1958, Dr. Bratt represented the Academy at the World 
Medical Association meeting. A past president of the New 
York chapter, the new president-elect has been 

in general practice 31 years. 


John Paul North, M.D. 
ACS Director 


AS ANNOUNCED in the March GP, Dr. Paul Hawley will retire 
as director of the American College of Surgeons. 

Dr. John Paul North, Dallas, a member of the college’s Board 
of Governors, will become the new director January 31, 1961. 
Chief of surgical service, Dallas VA Hospital, since 1955, 

Dr. North has also been professor of clinical surgery, 
Southwestern Medical School, 14 years. 

During World War II, he was chief of surgical service, 

20th General Hospital, C.B.I. Theater, and received 

the Legion of Merit. In 1954, he was consultant 

to the Surgeon General, European Theater. Dr. North 

is widely known for his contributions in the field 

of trauma and is a member of the ACS Committee on Trauma. 
He is the college’s representative on the President’s 
Committee for Traffic Safety and chairman of the ACS 
Subcommittee on Traffic Safety. 
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The GP of the Year Award 


Ir’s once again time to discuss the AMA’s “gen- 
eral practitioner of the year” award. Let it be 
clear that we are discussing the award and not, 
either individually or collectively, the recipients. 
We have known many of the winners and we hold 
these doctors in high esteem, as conscientious, 
dedicated physicians. Most of them, we’re pleased 
to note, have been Academy members. 

But what about the award itself? Does it serve 
any real purpose? Is it truly meaningful? Given 
sufficient reason, we could name countless family 
doctors with all the apparently important qualifi- 
cations. Why single out one man and say that he is 
“the general practitioner of the year’’? 

We also object to the prominent role played by 
state medical society politicians. How many times 
have we heard these resourceful gentlemen say, 
“We're trying to wangle the gp-of-the-year award 
for Dr. Hinklesmyth.”” We would wager that in 
most instances the unsuspecting candidate isn’t 
even aware of all the behind-the-scenes finagling. 
If he is, and if he goes along with such antics, fie 
upon him. 

Albeit unintentional (or is it?), the award 
paints a distorted picture of the modern family 
doctor. Year after year the pages of the nation’s 
press carry a picture and a story about an elderly 
(with one or two exceptions) doctor who has 
practiced for lo these many years in a town un- 
known outside a 20-mile perimeter. For those who 
are interested in statistics, the average age, over 
the 13-year span, is 69; the average community 
size, 6,075. These men thus become, in all too 
many minds, typical general practitioners—some- 
thing they most certainly aren’t. 

The American Academy of General Practice has 
spent a great deal of time, effort and money to 
develop a public image of the modern general 
practitioner as a young, alert, aggressive and up- 
to-date family doctor. One could hardly conceive 
a project better calculated to destroy that image 
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than the AMA’s ill-advised “‘general practitioner 
of the year” award. 

There are others, even within the halls of the 
AMA, who share our sentiments. Perhaps it’s 
time for a reappraisal. 


Taxes on Taxes 


A BROOKLYN COLLEGE economist recently con- 
tended that social security benefits should be 
taxed as income. This is akin to saying that 
money salted away in a mattress should be con- 
sidered income. 

Consider the poor individual who is frankly 
opposed to compulsory social security, the in- 
dividual who would plan his own retirement pro- 
gram if Uncle Sam gave him any choice. Through- 
out his working years, he reluctantly pays higher 
and higher social security taxes. If his cloud has 
even a threadbare silver lining, it’s the slight com- 
fort that goes with knowing that he’ll get a few 
dollars back—if he’s lucky, lives long enough and 
meets other OASI requirements. 

It’s now suggested that he pay a tax on his own 
money as it comes back to him. If we even hint 
that this is logical, then we must also suggest that 
savings account withdrawals be taxed as earned 
income—earned income that has often already 
been taxed by the city, county, state and federal 
governments. It just doesn’t make sense but 
then, neither does the over-all tax structure. 


Forand and Rhode Island 


IF the Rhode Island Medical Journal has its way, 
the Forand bill will be remembered as a gro- 
tesque product of an infant intellect. One would 
almost think that Representative Forand, a 
sometimes Rhode Islander, would by now have 
sold his scheme to most of the folks at home. 
Not so, says the state society journal. This 
publication, ably edited by Dr. John E. Donley, 
has few kind words for Forand. A recent edi- 
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torial points out that the congressman in ques- 
tion has ‘‘cut himself off from his native state and 
is pretty much a Washingtonian in recent years.” 
The journal adds that two local telephones, listed 
in his name, have been “temporarily discon- 
nected at the request of the subscriber.’”’ Nor 
does Forand maintain a year-round office in the 
state that enabled him to be a Washingtonian. 

Forand, whose father was a doctor, holds no 
earned academic degree (he took a Columbia 
University extension course, has an honorary 
degree from Providence College). But today, he’s 
a health care expert, trying to “do something’”’ for 
the aged. The idea is commendable; the motive, 
political. 

In Forand’s home state, 70 per cent of the 
people over age 65 already have hospitalization 
insurance and GP would wager that not more 
than half of the remaining 30 per cent are cur- 
rently receiving social security benefits. If they 
aren’t, the provision of the Forand bill would be 
of no interest or value to them (this fact is seldom 
mentioned by Forand but is clearly apparent to 
anyone who has scratched the surface). 

The journal concludes that the Forand plan 
would do little more than “dole back a pittance” 
of the $5 million a year it would cost Rhode 
Island residents. If your state happens to be 
larger than Rhode Island, figure on paying more. 


The Chiropractic Banner 


THE OCTOBER issue of McCall’s pleads ‘““The 
Case for the Chiropractors.” This special report, 
authored by Samuel Grafton, follows the pattern 
of all similar pleas. In large type, it tells how D. 
D. Palmer, an ex-grocer and “‘magnetic healer,” 
rubbed a janitor’s back and restored the poor 
man’s hearing. It’s a touching tale, well cal- 
culated to ensnare the truly gullible. If we are 
to buy this kind of hokum, we must be grateful 
that a horse did not accomplish the same results 
with a well-directed kick. Had this happened, 
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some semienlightened soul would surely be tell- 


_ ing us that the old gray mare can cure cancer. 


As a magazine of considerable stature, GP 
feels an obligation to its readers. This obligation 
includes not trying to sell a shabby bill of goods. 
On many occasions, we have published adjacent 
pro and con articles, relying on the reader to 
manifest a certain objective intelligence. 

McCall’s does not share our journalistic obli- 
gation. Instead, keenly aware that sensationalism 
sells magazines, it chooses to insult the reader’s 
intelligence. The only problem is that this intelli- 
gence won’t be properly insulted unless the 
reader takes the time required to think. Too many 
don’t and won’t. Instead, they will ingest pur- 
ported “facts” and go trotting off to a chiroprac- 
tor. Having read the McCall’s article, they will be 
confident that he can cure just about any ailment. 

The author’s logic leaves much to be desired. 
He feels that the chiropractic system, whether it 
has any merit or not, deserves ‘“‘more serious 
social study” as a result of its persistence and 
growth. This is a roundabout way of saying that 
more and more people are being euchred every 
day so let’s throw in the towel and let everyone 
and his brother care for the ill and the injured. 

According to the author, chiropractors don’t 
claim to practice medicine. This could be a com- 
forting thought—if it were true. However, when 
a chiropractor warms up his “‘neurocalometer” 
(whatever that is) and starts welcoming allergic, 
hypertensive and epileptic patients, he’s practic- 
ing medicine—no matter what he calls it. 

Many people are duly impressed by a variety 
of Rube Goldberg gadgets with bells, sirens and 
flashing lights. These same people fall for confi- 
dence games and “sucker traps.’’ Barnum, no 
fool himself, spoke real words of wisdom. 

Still the problem persists. People pay good 
money and honestly expect that a rubdown will 
do the trick. How many, we wonder, won’t learn 
in time to live? How many tuberculous spines 
will be fractured by a “simple” manipulation? 
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Note to Secretaries 


THE next time you have your hands on the doc- 
tor’s 1976 calendar, make a note that the Acad- 
emy’s 28th Annual Scientific Assembly will be in 
Philadelphia that year. In a convention-conscious 
country, Assemblies must be “‘booked’’ several 
years ahead of time. For 1976, we went nearly 20 
years ahead. 

If the doctor sees your notation and raises an 
eyebrow, remind him that 1976 also happens to 
be the 200th anniversary of the nation’s Inde- 
pendence year. What better site than Phila- 
delphia? 


A Dollar a Call 


IF A PATIENT Calls his doctor, seeking professional 
advice, should the doctor charge for the call? 
This question has recently been aired in the public 
press, debated to and fro. From what we’ve heard, 
people are overlooking the obvious answer. 

The patient says, ““Dr. Smith shouldn’t charge 
me for answering a simple question. It only takes 
him a minute.”” Dr. Smith replies that ‘Mrs. 
Hoople calls me every day and chats for ten or 
15 minutes.” Crediting both reactions, you can’t 
come up with a cut-and-dried rule. That, in es- 
sence, is the answer. 

Every patient must be treated as exactly what 
he is—an individual. We would question a flat 
universal charge for in absentia professional ad- 
vice but in some instances, it’s the only answer. 
Note that we say “‘in some instances.” One consci- 
entious patient should not be penalized for the 
vagaries of another. If Mrs. Hoople’s sister doesn’t 
badger Dr. Smith, she shouldn’t be charged when 
she calls to announce that her ubiquitous son has 
swallowed a double-charge of bubble gum. On the 
other hand, if Mrs. Hoople insists on a daily con- 
ference, albeit unnecessary, she must expect to 
pay for the privilege. 

Some doctors have unthinkingly pointed out 
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that the dollar-per-call charge increases their in- 
come by as much as $200 a month. This is doubt- 
less very true but it’s a singularly selfish point to 
advance in the public press. It would seem far 
better to stress that the dollar-a-call procedure is 
simply intended to reduce the number of un- 
necessary calls that constantly plague the doctor 
—thus leaving him more time to care for patients 
who need his immediate, personal attention. 


Prescription Prices 


HOW MANY TIMES have you heard a patient say: 
“Every time I get a prescription filled, it costs 
me $5 or $6’? This could be true—but it’s un- 
likely. A back issue of the Rutgers Pharmacy 
Extension News reports the results of a compre- 
hensive prescription analysis, covering 22,670 
prescriptions written during 1958. The result? 
Two out of every three prescriptions cost less 
than $3, nine out of every ten cost less than $5. 
This illustrates an unsolved problem, namely, 
how to get the patient to remember the $1.50 
prescription and the $3 fee. We can’t expect him 
to forget the occasional $10 prescription or the 
equally rare $100 fee. But it would be nice if he’d 
remember both. Maybe he needs a little help. 


Uncle Wilfred 


WITH good reason, Uncle Wilfred is alarmed by 
facts and figures credited to Fred Maytag II, 
manufacturer of washing machines. Mr. Maytag 
contends that if the inflationary trend of the past 
three years continues for 30 years, we can predict 
the following price tags: 


A gallon of gas . 95 cents 
A peck of potatoes . . $3.15 
A pound of coffee . $16.41 
Ahaireut. . .. . $32.00 
A Chevrolet sedan . $25,760.00 


No wonder Uncle Wilfred’s worried. So are we! 
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Metastases 





WILLIAM R. HALLIDAY, M.D. 
Seattle, Washington 


This is a careful analysis of the special 
indications for the resection of pulmonary 
metastases. The type of tumor, site 

of the original tumor, as well as the location 
and extent of the metastatic lesion in the lung, 
are important factors in making a decision 

as to whether or not operation is advisable. 

The author cites several cases of apparent cure 
for several years after removal of the metastatic 
lesion, indicating that lung surgery in these cases 
can be more than palliative. 


SOONER OR LATER, about 30 per cent of all ma- 
lignant neoplasms metastasize to the lungs if the 
primary lesion and its direct extensions are not 
controlled. If malignancies of the areas drained 
by the portal system are excluded, the lungs are 
the most common site of tumor metastases. 

Since the cure rate of many types of primary 
malignancies is far from 100 per cent, it is not 
surprising that more and more attempts of sur- 
gical extirpation of pulmonary metastases have 
been made as the development of thoracic sur- 
gery has progressed. As early as 1881, this type 
of surgery was attempted. The first successful 
case was resected in 1883. Apparently, the first 
cure by total extirpation of malignancy which 
had metastasized to the lung, was that reported 
by Barney and Churchill. In 1932, Churchill 
resected a tumor of the lung which was found to 
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Results of Resection of Pulmonary Metastases 


be a metastatic carcinoma of the kidney. Twelve 
years later, when last reported, the patient was 
living and well. A few years later, at the Univer- 
sity of Michigan, bilateral pulmonary metastases 
of a neurogenic sarcoma were resected at inter- 
vals of two and one-half years. Six years later, 
the patient appeared to be cured. 

Subsequent to these celebrated cases, more 
than 100 similar attempts have been reported 
in American medical literature. Many more have 
not been reported. However, no detailed analysis 
of the results has been carried out. This article 
presents such an analysis, together with other 
pertinent data. 


Prognosis Following Resection 


It is doubtful that the most careful screening 
of patients will ever lead to 100 per cent effective- 
ness in surgery for pulmonary metastases. In 
many cases, other metastases than those which 
appeared resectable, will eventually prove to 
have been present. The outlook is hopeful for 
many patients with one or two large, “‘solitary”’ 
metastases. Even if several large discrete metas- 
tases are present, the case is not automatically 
hopeless. Sometimes this type of case will have 
a better prognosis than another case with only 
one small metastasis seen on x-ray examination. 
Such a case may have a host of smaller radiolu- 
cent metastases accompanying it. Only about 35 
per cent of pulmonary metastases, less than 1 
in. in diameter, are demonstrable on an or- 
dinary chest x-ray. 

A particular difficulty in evaluating the results 
of resection of pulmonary metastases is the fact 
that some of the best apparent results have been 
obtained in cases in which the metastases did 
not appear for a number of years after control 
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Results of Resection 
of Pulmonary Metastases 


of the primary growth. These metastases appear 
to be unusually slow growing. Although the 
doubling-time concept of Collins and his col- 
leagues at Baylor University seems increasingly 
important, we do not yet understand why, in 
some cases, years may elapse before metastases 
appear, singly or in multitudes. Until this is 
better understood, such results cannot be given 
unequivocal acceptance. Only when both primary 
and metastasis are rapidly growing, and the 
metastasis appears promptly, can great assurance 
be given that the individual patient is cured. 

Consideration must also be given to the fact 
that in several cases, what seemed to be pulmo- 
nary metastases failed to progress over long 
periods of time. Some regressed and disappeared, 
with or without medical treatment. Some un- 
doubtedly represent unconfirmed and incorrect 
diagnoses, such as pulmonary infarcts or hema- 
tomas. Other cases are accepted by most path- 
ologists as cases of true spontaneous regression 
of metastases. However, a recent detailed analysis 
of all such cases reported to date did not list a 
single case which would have been a candidate for 
pulmonary resection. Only in the case of chorion- 
epithelioma does it appear that the possibility of 
spontaneous or drug-induced retrogression of 
pulmonary metastases might influence the deci- 
sion for resection of pulmonary metastases. 


Metastases of Various Tumors 


The data presented below includes almost every 
pulmonary metastasis, the resection of which has 
been reported in American medical literature. 
Each type of tumor will be considered separately. 


RENAL MALIGNANCIES 


Twenty-six examples of resection of pul- 
monary metastases of renal carcinomas (hyper- 
nephromas) have been reported. Excellent re- 
sults, in terms of fairly long periods of time, 
have occurred in about half of the cases. 
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In six cases, the metastases were discovered 


_ simultaneously with, or before, the primary. 


Three of them were living and well at eight, 
four and one-half, and one and one-half years, 
respectively. Three were not living. The re- 
sults were about the same in other cases, the 
exception being those patients in whom the pul- 
monary metastases had appeared in less than 
three months after nephrectomy. In these pa- 
tients the results were uniformly poor. In the 
remaining 11 cases, three were apparently free 
of disease at five, five and one-half, and 12 years; 
three died of tumor within a relatively short 
time, and one died of tumor almost seven years 
after thoracotomy. The remainder, while free of 
recognizable disease, were not followed long 
enough to determine the outcome. However, one 
patient died postoperatively and at autopsy a 
tumor was not evident. Cure or long-term con- 
trol should be expected in about half of the 
cases of seemingly curable pulmonary metastases 
of carcinoma of the kidney. Willis, incidentally, 
says that there is no proven case of spontaneous 
retrogression of a metastasis of renal carcinoma. 


TESTICULAR METASTASES 


Metastases of teratomas and embryomas of the 
testis seem to have almost as good a prognosis 
over a shorter period of time. Of six cases re- 
ported, three were free of recognizable disease 
two, two and one-half, and three years after 
thoracotomy. Two patients died promptly, and 
a third patient developed a resectable recurrence 
five and one-half years later, with an uncertain 
outcome. Eight other cases with metastases of 
testicular origin had a lower survival rate. 


OVARIAN MALIGNANCIES 


Ovarian malignancies seemingly have an even 
better prognosis. The metastases in the reported 
cases did not appear for four to 15 years after 
control of the primary; therefore, the 80 per cent 
one-year cure, 75 per cent two-year cure and 
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50 per cent five-year cure are not so impressive 
as they sound. Nevertheless, these figures cannot 
be ignored. 


CARCINOMA OF THE FUNDUS UTERI AND CERVIX 


Less favorable results have been obtained with 
pulmonary metastases of carcinoma of the fundus 
uteri. Eight cases have been reported. Four pa- 
tients did poorly. One patient was living and well 
six and one-half years later, and two patients, 
between three and five years. Carcinoma of 
the cervix is much less favorable. One patient, 
with a slowly-growing metastasis, was living and 
well six years after thoracotomy, which had been 
preceded by irradiation. It cannot be said, un- 
equivocally, that any of the other seven cases 
were helped by thoracotomy, although two of 
them were apparently free of malignancy two 
years later. Sarcoma of the uterus has yielded 
better results than carcinoma in the few cases 
recorded to date. Chorionepithelioma is too 
controversial a subject for the surgical results of 

the four reported cases to be of any value at this 
time. 


CARCINOMA OF THE BLADDER 


Carcinoma of the bladder has presented a 
favorable situation to the surgeon in four cases 
reported. A seven-year cure was obtained in one 
case, but the others did not do well. 


BREAST TUMORS 


Figures concerning breast tumors again seem 
to indicate that metastatic sarcoma is a more 
favorable lesion than metastatic carcinoma in the 
lung. More than half of the resected cases of 
the latter died within about 18 months. Two 
three-year cures and one six-year cure have been 
reported from a total of nine such cases. 


MALIGNANCY OF THE GASTROINTESTINAL TRACT 


Malignancy of the gastrointestinal tract is an 
unfavorable situation. Resection of a metastasis 
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from a tumor above the ileocecal valve has not 
seemed worthwhile. 

However, from a statistical study of the litera- 
ture alone, practically the same thing could be 
said about carcinoma of the colon and rectum. 
Among results reported in the literature, pul- 
monary resection has resulted in only one five- 
year cure in 41 cases, and that patient died six 
months later of a second primary malignancy. 
Three other cases appeared to be free of disease 
three to four years after thoracotomy, but this 
is not a sufficient length of time to judge this 
type of carcinoma. 

Two Seattle physicians have personally com- 
municated to me a nine-year cure and a five-year 
cure. These have not been reported in the litera- 
ture. The nine-year cure is a practicing physi- 
cian. This indicates that it is unwise, because of 
unfavorable statistics, to deny a patient the 
fighting chance which thoracotomy can give him, 
under properly selected circumstances. 


MELANOMAS 


The results of resection of pulmonary metas- 
tases of melanoma have not been encouraging 
to date. Occasionally, a melanoma is slow grow- 
ing, and in one such case, a good result has per- 
sisted for several years. However, at least 70 
per cent die in less than one year. 


SARCOMAS 


Pulmonary metastases of sarcomas, with a few 
specific exceptions, have a better prognosis than 
the average carcinoma. The salvageability of 
this group is exemplified by the case of an ado- 
lescent girl who developed multiple, bilateral 
pulmonary metastases 11 months after amputa- 
tion for an osteogenic sarcoma. She is now 
healthy and teaching school in California, more 
than nine and one-half years after undergoing 
bilateral pulmonary resection. 

Three out of the ten reported osteogenic sar- 
coma patients have seven- or eight-year cures, 
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of Pulmonary Metastases 


and a fourth patient has a four-year cure. Three 
patients died within a few months. The tumor 
recurred five and one-half years after resection 
of a slowly-growing tumor in another patient. 
About 50 per cent of such patients should do well. 

Chondrosarcomas, fibrosarcomas and Ewing’s 
tumor do not yield such favorable results. More 
time may show a good result in 10 to 20 per 
cent of fibrosarcomas. Parker has reported an 
11-year cure in a synovioma, but two other cases 
reported in the literature did poorly. Rhab- 
domyosarcoma has about the same prognosis. 
Neurogenic sarcoma has a 100 per cent record 
of six-year cure, because just one single case of 
this tumor is present in the American medical 
literature on pulmonary metastases. 

Other tumors have presented themselves to 
the thoracic surgeon under seemingly favorable 
circumstances—carcinoma of the thyroid, larynx, 
thumb, etc., but no conclusions can be drawn. 


Implications 


It is evident that some patients have benefited 
greatly, or have even been cured, by resection of 
pulmonary metastases. In other cases, it is too 
early to decide. Some patients have not benefited, 
and some probably have been harmed by surgery. 
Selection of candidates for resection is important. 
In evaluating a patient with pulmonary me- 
tastases, four questions must be answered: 

1. Are the pulmonary lesions amenable to sur- 
gical excision? 

2. Is there conclusive evidence of metastatic 
disease elsewhere in the body? 

3. Will removal of the pulmonary metastases 
be advantageous to the patient? 

4. Is there certainty that the pulmonary lesions 
actually are metastases? 


METASTASES AMENABLE TO CURE 


Large, solitary metastases, whether unilateral 
or bilateral, offer the best chance of cure, sta- 


tistically. It is, of course, desirable to resect 


_ them at an earlier, smaller stage, but smaller 


metastases are more likely to be accompanied by 
a host of still smaller, radiolucent nodules, so that 
it cannot be determined prior to thoracotomy 
whether such a patient is an excellent or a hope- 
less subject. In multiple, bilateral metastases, 
the lower limits of operability cannot be estab- 
lished at any specific number. The young girl 
mentioned earlier had three metastases on one 
side and one metastasis on the other side, yet 
was cured. Consideration of all but the large, 
solitary metastasis as hopeless cannot be justi- 
fied. The large, solitary lesion has the best prog- 
nosis, but each case must be considered in- 
dividually. 


EXCLUSION OF OTHER METASTASES 


The surgeon who resects a pulmonary ‘meta- 
stasis in view of the fact that a detectable, un- 
resectable malignancy is elsewhere in the body 
does both the patient and the art of surgery a 
disservice. All reasonable attempts to exclude. 
other malignancy should be performed before 
thoracotomy. Certain cases with multiple meta- 
stases can benefit from a combined approach. 
Groves and Effler report a patient who developed 
evidence of cerebral and pulmonary metastases 
seven years after nephrectomy for carcinoma of 
the kidney. Five and one-half years after the 
metastases were resected, the patient was ap- 
parently free of malignancy. 

On the other hand, investigatory studies 
should not be prolonged to the point of delaying 
thoracotomy past the point of operability. This 
apparently occurred in several patients in this 
survey. 


ADVANTAGE IN REMOVAL 


Advantage to the patient under the circum- 
stances of this report can be threefold: cure, 
prolongation of survival, or increased comfort 
in hopeless surroundings. 
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There are a few specific indications for pallia- 
tive resection of pulmonary metastases, but such 
cases are few indeed, and must be selected under 
more stringent indications than those for at- 
tempted cure, which is the usual circumstance. 

If the patient is in satisfactory general and 
pulmonary condition, and if there is no evidence 
of tumor elsewhere in the body, then removal of 
pulmonary metastases would seem desirable in 
nearly every case in which it can be performed. 
However, the biologic behavior of the individual 
tumor must be considered, since it profoundly 
influences the prognosis. Unless some other 
physical or psychologic factor is present, how- 
ever, it is doubtful that statistics should rule out 
surgery in any specific case. The surgeon must 
ask himself: “If I were this man, and I had the 
tumor which he has, would I want to have the 
metastases removed’’? In some circumstances, 
such a decision requires the highest skills of the 
art of medicine, reinforced by all that can be 
gleaned from available literature. Seeing such a 
patient, who previously would have been termed 
“obviously hopeless,”’ now living a normal life, is 
one of the great triumphs of medicine. 


CERTAINTY OF DIAGNOSIS 


This question is of surprising importance. There 
are Many cases cited in which the thoracic sur- 


geon found a second primary tumor, a benign 
tumor, or even a nonneoplastic disease instead 
of the solitary metastasis which he expected. 
Ewart reported a case in which a tuberculoma 
of the lung and a solitary cyst of the kidney both 
simulated metastases. 

If a lesion or lesions appear resectable, tissue 
diagnosis is necessary before the patient is pro- 
nounced hopeless. 

Certain conclusions appear to be changing as 
more experience is obtained with the results of 
resection of pulmonary metastatic lesions. No 
longer is it essential that a metastasis be “‘soli- 
tary”’ to be considered operable. The type of 
tumor and the biologic behavior of the tumor 
are assuming increasing importance in calculat- 
ing prognosis. 

It is hoped that surgeons who have reported 
cases of this kind with short follow-up periods, 
will again report the results after a long period 
of time elapses. Reports of additional cases, of 
course, are also needed. Within five to ten years, 
the medical profession should know more about 
this problem than is known today—perhaps less 
time will be required if a concerted study is 
begun now. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 





Barium Enema Preparation 


THE RADIOLOGIST’S major frustration other than 
time is the inadequately prepared colon. Bevilac- 
quat suggests a simple, safe and satisfactory 
method of self-preparation of barium enema 
studies. After light meals and forced fluids on the 
day preceding the studies, the patient takes 1% 


oz. of Fleet’s soda, followed by water in the early 
evening. On the following morning he self- 
administers an enema utilizing the Fleet Enema 
disposable unit. The author states that in 600 
consecutive barium enema studies on both 
hospital and outpatients there has not been need 
for a single repeat study because of inadequate 
preparation. (New York State J. M., 59:4573, 
1959.) 











The Pathology 
of Juvenile Hemiplegia 


ORVILLE T. BAILEY, m.p. 


Department of Neurology and Neurological Surgery 
University of Illinois College of Medicine 
Chicago, Illinois 


Juvenile hemiplegia is rarely noted 
in the pure form except when produced 
by a single cerebral embolism. 


Many types of lesions may cause this condition; 


those discussed in this report 

are congenital malformations of blood vessels, 
and thromboses of the dural sinuses 

and their tributary veins. 

The latter may result from severe dehydration 
in very young children. 

The structural lesions usually involve 

many parts of the central nervous system. 


RR 





A SURVEY of the pathology found at autopsy in 
patients who, at one stage of their illness or 
another, show clinical evidence of hemiplegia 
would involve a study of most of the lesions with- 
in the field of pediatric neuropathology. Juvenile 
hemiplegia is a striking clinical finding, on which 
attention becomes focused. There are usually 
other abnormal neurologic findings on detailed 
examination. Even when the clinical picture has 
approximated that of isolated hemiplegia, the 
neuropathologist expects to find a more general- 
ized lesion. The nearest approach to a pure pic- 
ture of juvenile hemiplegia would be that pro- 
duced by a single cerebral embolus, as one froma 
vegetation on the aortic or mitral valve. 

From the great variety of lesions which may be 
responsible for juvenile hemiplegia, two have 
been selected for discussion: (1) congenital 
malformations of blood vessels and (2) thrombo- 
sis of the dural sinuses and their tributary veins. 


Anomalies of Vascular Development 


Congenital malformations may be diffuse or 
focal. The classic type of diffuse vascular anomaly 
is Sturge-Weber’s disease. In this condition, 
there is a flat cutaneous hemangioma, often ex 
tensive. A similar diffuse angioma is found in the 
leptomeninges. This vascular overgrowth con- 
tinues into the underlying cerebral cortex and 
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sometimes into the white matter beneath it. Only 
the intracerebral portion of the angioma becomes 
calcified, but the amount of calcium deposited 
there is often sufficient to make the form of con- 
volutions clearly visible in x-rays of the skull. 
The clinical manifestations of Sturge-Weber’s 
disease per se are predominantly those of cutane- 
ous hemangioma, mental deficiency and con- 
vulsions. It is only when there is hemorrhage 
from the leptomeningeal angioma that hemiplegia 
is added to the picture. Such bleeding occurs in 
about 10 per cent of patients with Sturge-Weber’s 
disease. While this is an uncommon form of 
juvenile hemiplegia, it is an illustration of the 
widespread and complex lesions which are re- 
sponsible for this clinical syndrome. 

The picture of isolated juvenile hemiplegia is 
much more closely approached by hemorrhage 
from focal malformations of blood vessels within 
the brain. Such anomalous groups of vessels vary 
from several centimeters in diameter down to 
collections hardly large enough to be seen with 
the naked eye. Yet, whatever the size, extensive 
hemorrhage may result from rupture of the 
vessels. If this bleeding occurs within the brain, a 
hematoma results. When the hemorrhage affects 
a portion of the motor pathways, the clinical 
pieture is one of sudden hemiplegia. The hemor- 
rhage may, of course, rupture into the subarach- 
noid space or the ventricular system with an 
abrupt change in the symptomatology. Such ex- 
tensions of hemorrhage are the rule, rather than 
the exception. 

Focal vascular malformations have long been 
recognized as possible sources of intracranial 
hemorrhage and of the syndrome of an expanding 
lesion within the skull. The classic monograph of 
Cushing and Percival Bailey in 1928 fully ex- 
plored the clinical and pathologic characteristics 
of the larger vascular anomalies and tumors. In 
more recent publications, attention has been 
called to the importance of very small, “cryptic,” 
foci of anomalous blood vessels as the sources of 
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FIGURE 1. Pneumoencephalogram of a patient with juvenile 
hemiplegia associated with focal vascular and neural dys- 
geneses. There is marked dilatation of the left lateral ventricle 
and widening of the sulcal markings in the left cerebral 
hemisphere. The ventricles are shifted to the left. 
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of Juvenile Hemiplegia 


intracranial hematomas as well as subarachnoid 
and intraventricular hemorrhage. These vascular 
anomalies may also serve as focal lesions in 
Jacksonian epilepsy, when appropriately located, 
and as causes for obstructive hydrocephalus. 

The larger vascular abnormalities are demon- 
strable by means of arteriography and are 
formidable problems in the operating room. The 
“eryptic” lesions are too small for arteriographic 
demonstration. Their clinical identification can 
be made only in exceptional instances when the 
lesions are located in a strategic area; most often, 
they are found only in the pathologic laboratory. 

The neuropathologic study of brains from pa- 
tients with juvenile hemiplegia, especially when 
associated with mental deficiency or cerebral 
palsy, occasionally yields instances of multiple 
focal vascular malformations in various areas of 
the central nervous system. ° 

In a diversity of cerebral malformations, large 
parts of the cerebral vasculature, or even all the 
vessels above capillary size, are increased in 
caliber and sometimes have thin or otherwise 
abnormal walls. The pathogenesis and impor- 
tance of this change, though widely recognized by 
pediatric neuropathologists, has been little dis- 
cussed in the literature. Furthermore, focal 
parenchymal malformations of all organ systems 
are usually associated with some degree of vascu- 
lar overgrowth in the region of the malformation. 
This is a part of the interference with embryo- 
logic sequences in the focus, as has been discussed 
by Campbell in relation to spinal anomalies. Can 
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this be a clue to tissue dysgenesis not evident by 
known histologic methods? Certainly, further 
study is indicated. It is also suggested that the 
presence of large vessels in these brains is not an 
indication of an increase in effective blood circu- 
lation. 

It is curious that the clinical syndrome of 
juvenile hemiplegia may result when there are 
multiple small foci of vascular malformations 
in the brain, even in the absence of hemorrhage 
from any of them. In such patients, there are 
also small foci of malformation of the cerebral 
parenchyma, sometimes associated with the vas- 
cular malformations, sometimes unrelated to de- 
tected anomaly of blood vessels. Since this lesion 
is not well recognized, a case is reported in some 
detail. 


CASE REPORT 


In early infancy, a Negro boy was found to 
have asthma and congenital heart disease. There 
were no neurologic abnormalities until he was 20 
months old. Suddenly, one day about noon, he 
developed severe dyspnea, tachycardia, clam- 
miness of the skin, extensor spasms of all extremi- 
ties and coma. By the next morning, the boy was 
again conscious but now had a right hemiplegia, 
involving the face, arm and leg. The cerebrospinal 
fluid contained 20 mg. per cent protein; its 
pressure was normal and it contained no cells. 
The attack was thought to have been the result 
of an intracranial embolus. Improvement was 
slow; the patient started to speak at 30 months 


ORVILLE T. BAILEY, M.D. was professor of neuropathology at the Indiana 
University School of Medicine and chief of neuropathology at the Larue 
D. Carter Memorial Hospital, Indianapolis, for eight years before becoming 
professor of neurology at the University of Illinois College of Medicine 
last year. A graduate of Albany Medical College, Dr. Bailey has been a 
consultant to the Armed Forces Institute of Pathology since 1956. He Is 
also a special consultant to the USPHS and serves as a member of its 
Neurology Postgraduate Training Grants Committee. From 1946 to 1947, 
he was a Guggenheim Postwar Fellow at Cambridge University. 


Volume XXI, Number 4 G P 





by 
cher 
the 
an 
cu- 


of 
are 
ons 
age 
are 
ral 
ras- 
de- 
ion 
yme 


to 
ere 
20 


(m- 
mi- 
vas 
ria, 
nal 

its 
lls. 
ult 
vas 
ths 


ana 
ing 
ine 
na 


> is 


47, 


:P 





and to walk again at 36 months. Generalized 
convulsions appeared at 5 years and became more 
frequent, so that there were five or six each week 
by the time he was 6 years old. 

At 7 years of age, the boy was readmitted to 
the hospital because the seizures now occurred 
nearly every day and were not controlled with 
medication. Right hemiparesis was still present 
and mental deficiency was now severe. On ex- 
amination, the speech was limited to very few 
words and these were slurred. The right arm was 
in flexion, owing to spasticity of flexor muscles 
and atrophy of extensors. Deep tendon reflexes 
were increased and there were positive Babinski 
and Hoffman signs on the right. Sensation 
seemed decreased on the right side of the body. 
A right homonymous hemianopsia was present. 
Electroencephalography showed a generalized 
dysrhythmia, maximal on the right. This was 
interpreted as indicating bilateral widespread 
separate foci of damage, both cortical and 
subcortical. Pneumoencephalography indicated 
marked dilatation of the left lateral ventricle 
with widening of the sulcal markings in the 
left cerebral hemisphere (Figure 1). The ventri- 
cles were shifted to the left. Bilateral carotid an- 
giography (Figure 2) demonstrated normal cir- 
culation on the right; the left middle and anterior 
cerebral arteries were reduced in size. 

Because of the uncontrollable seizures and the 
signs of predominantly left-sided involvement, 
a left cerebral hemispherectomy was performed. 
The convulsions were controlled by this proced- 
ure. However, frequent episodes of vomiting 
developed as a consequence of hydrocephalus, 
appearing after operation. Many surgical attempts 
tocontrol this condition were unsuccessful. While 
the boy was being treated for dehydration in the 
course of one of these episodes of vomiting, he 
suddenly died. He was then 81% years old. 

Pathologic Study. The left cerebral hemisphere, 
removed at operation, was somewhat smaller 
than normal for a child of 814 years. There were 
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FIGURE 2. Arteriogram of a patient with juvenile hemiplegia 
associated with focal vascular and neural dysgeneses. The 
circulation appears normal on the right; the left anterior and 
middle cerebral arteries are small. 


tiny pits in many parts of all lobes. The space 
demonstrated over the hemisphere in the pneumo- 
encephalogram was regarded as failure of com- 
plete cerebral development, for there was no 
evidence of atrophy on microscopic study. The 
sulci were not widened, indicating that the con- 
volutions had not decreased in size, as they 
would have if they were once larger and had 
later shrunken. Quite similar deviations from 
the usual brain pattern were present in the right 
cerebral hemisphere at autopsy, though to a less 
degree. 

In both hemispheres, but again more fre- 
quently in the left, there were small irregularities 
in the cerebral cortex and immediate subcortical 
tissues. Dozens of these areas were identified; 
convolutional pattern between them was normal. 
On histologic study, each irregularity corre- 
sponded to a focus of tissue dysgenesis. These 
were of two types: areas where vascular dis- 
turbances of growth were combined with dis- 
organized brain tissue (Figures 3 and 4), and 
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regions in which only abnormalities of paren- 
chymal tissues were apparent (Figures 5 and 6). 
A comparison of Figures 4 and 5 indicates the 
similarities and differences between these types 
of irregularities. 

The foci most easily identified grossly and on 
low-power inspection with the microscope were 
those in which arteriovenous malformation was 
conspicuous. However, regions of abnormal 
neural organization were found to be very numer- 
ous, whether or not vascular malformation was 
apparent. The deep cerebral gray matter and 
cerebellum were normal. The aqueduct was 
patent and the hydrocephalus was related to 





FIGURE 3. A focus of vascular and neural dysgenesis. There 
were many such areas in both cerebral hemispheres. Laidlaw’s 
method for reticulum X20. 
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extensive fibrous adhesions at the base of the 
brain. In addition, there was complete degenera- 
tion of the right pyramid secondary to the hemi- 
spherectomy. 

Comment. The clinical picture of this case is 
one often met in juvenile hemiplegia. The path- 
ology in this case illustrates several interesting 
problems in interpretation. It is difficult to ex- 
plain the abrupt onset of the hemiplegia in the 
face of lesions which must have been present since 
early fetal life. It is equally difficult to relate 
small, focal lesions in both hemispheres with a 
syndrome ushered in by unilateral motor paraly- 
sis. Yet these two problems in clinicopathologic 






FIGURE 4. A small focus of vascular and neural dysgenesis 
Van Gieson X80. 
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correlation exist with many types of juvenile 
hemiplegia. 

The pathology in this particular brain is in- 
teresting in relation to the problem of multiple 
arteriovenous malformations in juvenile hemi- 
plegia, cerebral palsy and mental deficiency. Such 
malformations have been reported in patients in 
mental hospitals and in other patients with 
cerebral palsy. Direct correlation between a 
purely vascular focal disturbance of growth and 
such clinical syndromes is hazardous, at best. It 
seems necessary to search for intermediate mech- 
anisms. As described elsewhere (Bailey and 
Woodard, Case 4), one of the intermediate mech- 
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FIGURE 5. A small focus of neural dysgenesis without vascular 


esis. 
abnormality. Van Gieson X80. 
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anisms is hydrocephalus produced by a vascular 
malformation obstructing the aqueduct. 

The present case indicates very clearly that the 
focal vascular malformations are only one part of 
a complex embryologic maldevelopment, in- 
volving neural parenchyma as well as blood 
vessels. The attention of the surgeon and of the 
pathologist becomes focused on the vascular el- 
ement because it is often visible grossly and is 
strikingly apparent microscopically. More de- 
tailed studies in such cases as the one under dis- 
cussion are fruitful in elucidating the neural dys- 
genesis, which would seem more properly corre- 
lated with cerebral palsy and mental deficiency. 





FIGURE 6. Irregularity of nerve cell layers in an area of neural 
dysgenesis without vascular abnormality. Gallocyanin-van 


Gieson X120. 
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of Juvenile Hemiplegia 


Thrombosis of the Superior Sagittal 
Sinus and Cerebral Veins 


Another form of juvenile hemiplegia results 
from a disease acquired in postnatal life, namely, 
thrombosis of the superior sagittal sinus and its 
tributary veins. This condition may be initiated 
by a variety of infectious and noninfectious 
processes. There is special difficulty in diagnosis 
when the lesion occurs in the course of an illness 
associated with dehydration, often, but not al- 
ways, in an infant or small child with nutritional 
disturbance or other debilitating condition. The 
following case is a representative example: 


CASE REPORT 


A female child’ was born at full term and 
progressed normally until she was 9 months old. 
She then developed bilateral otitis media, which 
responded favorably to penicillin therapy. The 
baby seemed in good health for the next month. 
At that time, she became acutely ill with diar- 
rhea, vomiting and fever. A regimen of restricted 
oral fluid intake, antibiotics and parenteral fluid 
resulted, at first, in slow improvement. Suddenly, 
on the morning of the ninth day, twitchings 
appeared in the left upper extremity and soon 
involved the left lower extremity and left angle of 
the mouth. Left hemiplegia soon became ap- 
parent. 

Examination showed a gravely ill, dehydrated 
child with embarrassed respirations and weak, 
irregular pulse. Both pupils were dilated and 
fixed to light; there was a suggestion of papil- 
ledema. Fluid obtained by lumbar puncture was 
cloudy and contained 30,950 red blood cells and 
three white blood cells per cu. mm. The fluid 
from a ventricular tap was clear, colorless and 
under normal pressure. Vigorous attempts were 
made to correct the dehydration, but the child 
did not improve. Death occurred 39 hours after 
the onset of convulsions and ten days after diar- 
rhea and vomiting began. 
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Pathologic Study. At autopsy the brain weighed 
960 Gm. (normal for age, 809 Gm.). There was 
complete thrombosis of the superior sagittal 
sinus, the other dural sinuses, the superior 
cerebral veins and partial thrombosis of the vein 
of Galen. 

This study also revealed that a moderate 
amount of subarachnoid hemorrhage was present 


over the superior surfaces of both hemispheres. P 
After fixation, multiple coronal sections showed § farc 
hemorrhagic infarction of the superior convolu- § som 
tions in both hemispheres (Figure 7). The distri- C 


bution was almost symmetric. 


FIGURE 7. Hemorrhages and necroses in the cerebrum of 0 
child dying 39 hours after thrombosis of the superior sagittal 
sinus and its tributary veins. The onset was juvenile hemi- 
plegia. Hematoxrylin-eosin X60. 
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ed Histologic study confirmed the presence of 
vas ff well-formed thrombi in the dural sinuses and 
tal @ superior cerebral veins. It also demonstrated 
ior @ thrombi in the small veins of the cerebral cortex 
ein @ in the areas of infarction. The infarcted regions 
showed extensive necrosis and hemorrhage, with 
ate § well-marked polymorphonuclear leukocytic reac- 
nt i tion. 
es. Portions of the brain not involved by the in- 
ed @ farctions were normal histologically, except for 
lu- § some evidence of edema. 
ri- Comment. The case is representative of the in- 
stances of sinus thrombosis occurring in dehy- 





fa FIGURE 8. Organized and canalized thrombus in the superior 

tal sagittal sinus of a patient dying nine months after the acute 

m- i allack of sinus thrombosis. Juvenile hemiplegia at the onset 
of the acute illness. Gallocyanin-van Gieson X40. 
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FIGURE 9. Residual lesions in a superior cerebral convolution 
in a patient dying 20 months after thrombosis of the superior 
sagittal sinus and its tributary veins. Spielmeyer’s method X8. 


drated children, usually less than 18 months old. 
Until effective methods for combating dehydra- 
tion became generally used in the late 1930’s, 
this type of lesion was rather common but today 
is seen only occasionally. The thrombosis can be 
shown to start in the middle fifth of the superior 
sagittal sinus and to be propagated from this 
point into the superior cerebral veins as well as 
the other dural sinuses. 

Local conditions of this region would seem to 
favor localization of a thrombus here. These 
include: angulation of the superior cerebral veins 
at this point so that blood enters the sinus in a 
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direction opposed to that of blood flow in the 
sinus; the sudden widening of the sinus in this 
region; the complexity of the lacunar pockets in 
this segment, and, when the anterior fontanel is 
open, the angulation of the sinus when it is de- 
pressed in the presence of dehydration. Such local 
anatomic considerations are deemed important, 
since veins in other organs are not thrombosed. 
Subarachnoid hemorrhage is nearly always 
present because the hemorrhagic infarcts rupture 
into the subarachnoid space. Demonstration of 
blood in the cerebrospinal fluid is thus significant 
in diagnosis. 

It is difficult to understand why bilateral, and 
nearly symmetric, cerebral lesions should produce 
clinical signs suggesting unilateral involvement. 
The same discrepancy has been pointed out in an 
occasional instance of cerebral infarction due to 
other causes. 


Late Results of Sinus Thrombosis 


The hemorrhage and necroses resulting from 
thrombosis of the superior sagittal sinus and its 
tributary veins are located largely in the superior 
cerebral convolutions, occasionally in the deep 
cerebral gray matter (when the vein of Galen is 
thrombosed), rarely in the cerebellum, and not at 
all in the brainstem, so far as is known. Byers and 
Hass suggested that an occasional patient might 
survive the acute attack, since the portions of 
brain essential for vegetative existence are so 
seldom involved. Such patients might then 
present a clinical syndrome of acquired cerebral 
degeneration of childhood. They had no patho- 
logic proof, but in 1937, Bailey and Hass 
published three examples. Three additional pa- 
tients recently have been reported from this 
laboratory, together with a review of cases 
described by others. 

One of these patients (Bailey, Case 2), is 
especially instructive in regard to the pathology 
of juvenile hemiplegia. 
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CASE REPORT 


A girl died at the age of 5 years, 8 months. She 
was brought to the hospital nine months pre- 
viously because of high fever and right hemi- 
plegia, which was sudden in onset. A tentative 
diagnosis of encephalitis was made. The next day, 
the patient was still critically ill. The hemiplegia 
on the right had cleared but now hemiplegia 
appeared on the left. After further alternation, 
left hemiplegia was permanent. The fever sub- 
sided in 17 days but recovery was incomplete. 
Spastic quadriplegia slowly developed and, in the 
final phase of the illness, opisthotonos. From the 
beginning of the acute illness until death, there 
were severe elevations of temperature for a day 
or two each week. 

At autopsy, organized and canalized thrombi 
were found in the superior sagittal sinus (Figure 
8), in the transverse sinuses and in the superior 
cerebral veins. There were also recent thrombi in 
some of the canalizing channels. It, therefore, 
seemed probable that the repeated episodes of 
fever could be correlated with repeated partial 
thromboses in these structures. In the brain, 
there were destructive lesions of the cerebral 
hemispheres with repair consistent with an in- 
terval of nine months. 

The distribution and character of the in- 
tracerebral and leptomeningeal lesions in this and 
other patients (Figure 9) can be explained as the 
result of known sequences of repair in lesions 
well recognized in recent thrombosis of the same 
venous channels. The mild or moderate hydro- 
cephalus which some of these patients develop 1s 
usually a hydrocephalus e vacuo but may 0¢- 
casionally be the result of impairment of cere- 
brospinal fluid absorption. 

Progression of symptoms and signs occurred in 
all the patients so far studied. This is the result of 
several factors, some of which are as yet poorly 
understood. Two factors which have been identi- 
fied are repeated small thromboses of the canaliz- 
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ing channels, as previously indicated, and lami- 
nar necrosis of the third to sixth cortical cell 
layers as the consequence of progressive ischemia. 


Conclusions 


The pathologic lesions found in patients with 
juvenile hemiplegia are very diverse. They may 
be developmental, perinatal or acquired. 

Juvenile hemiplegia is a striking clinical sign 
and tends to overshadow the other neurologic 
abnormalities in the patient’s examination. In 
the same way, the structural lesions in juvenile 
hemiplegia are seldom, or never, confined to the 
corticospinal tract. These leisions usually involve 
many parts of the central nervous system and are 
often bilateral, even when the clinical signs are 
unilateral. 

Two types of pathologic change are selected for 
detailed presentation, one congenital, the other 
acquired. The first is that of multiple focal 
vascular malformations. These are associated 
with foci of dysgenesis of brain tissue in the re- 
gions of blood vessel abnormality and in other 
areas where no vascular change is apparent. The 


blood vessel malformations are more obvious on 
gross examination than the abnormalities of 
structure in the brain tissue, but it is thought that 
the disturbance of brain parenchyma is the essen- 
tial basis of juvenile hemiplegia and other neuro- 
logic disturbances. 

The second type of pathologic lesion discussed 
is thrombosis of the superior sagittal sinus and 
its tributary veins. In the acute phase, juvenile 
hemiplegia may be one of the initial clinical signs 
resulting from necroses and hemorrhages in the 
brain, which develop secondary to the throm- 
bosis. A few patients live for months or even 
years after the onset of the condition. In such 
instances, the clinical findings are those of severe 
cerebral palsy, with spastic quadriplegia and 
sometimes opisthotonos in the final phase. 


I am indebted to Dr. R. F. Heimburger for the clinical 
material; to Dr. F. Vellios for the surgical specimen and to 
Dr. E. B. Smith for the autopsy in the first case reviewed. 
These doctors are affiliated with the Indiana University Med- 
ical Center, Indianapolis. 


A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to the Index to 
Advertisers. 





Overnutrition 


COCHRANE DIRECTS our attention to the possi- 
bility that, in contrast to the underprivileged 
and underfed children of the world, our children 
may be getting into trouble from too much food. 
Cochrane cites the advertising that “bigger babies 
are better babies” leads mothers to great zeal 
for alimentation, particularly with unnecessary 
vitamin supplements. The clinical evidence of 
vitamin D intoxication, tetany due to hyper- 
Phosphatemia due to the high phosphorus in 
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cow’s milk, convulsions due to vitamin A poison- 
ing and the recent appearance of scurvy in vitamin 
C-dependent children indicates that infant nutri- 
tion is excessive. There is also some disturbing 
experimental evidence that the overfed animal 
dies earlier than the underfed animal. While there 
is no clinical evidence, as yet, that moderate over- 
nutrition is harmful in childhood, Cochrane points 
out that the present longevity has been obtained 
by the use, 50 years or more ago, of diets which, 
by today’s advertising standards, were grossly 
deficient. (Canad. Med. Assoc. J., 81:454, 1959.) 
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The Unreasonable Rebel: The Criminal Psychopath 


EDWARD PODOLSKY, m.p. 
Brooklyn, New York 


JUST EXACTLY what is a psychopath? It is most 
generally agreed that the psychopath is an in- 
dividual without a social conscience or group 
awareness, who lives for himself alone, disre- 
garding everyone else and all the social niceties. 
The psychopath’s behavior is bizarre because he 
is not capable of rising to real occasions in a re- 
alistic manner. His reaction to a problem is imma- 
ture; he has a tendency to stress a minor or un- 
important issue to the disadvantage of a major 
and important one. He ventures into activities 
without stopping to think of the consequences. He 
is less concerned with and less conscious of the 
real issue, the vital ethic, the social obligations, 
than with preserving personal position and pres- 
tige. 


Recognizing the Psychopath 


When the psychopath begins an action from a 
sound basis, he does not persist in it for any 
length of time. He tends to avoid the long and 
hard way. He is not trained to great effort. He 
starts high and usually works his way down. He 
does not think obsessively, but his behavior is as 
if he were obsessed or driven by some inner com- 
pulsion. Behind this compulsion is the untrained 
impulse, untrained to all but one aspect of reality 
—the art of human relationship in its recognition 
of human gullibility. 

The psychopath fails in everything but main- 
tains his prestige because he is not interested in 
real success. He does not know what it means, 
never having experienced it or struggled to attain 


it. His success is peculiar and it is not surprising 
that others wonder how he can do it. 

The psychopath lives in a world of his own 
making; he has his own rules of conduct. His be- 
havior mystifies others who find it difficult to ac- 
count for it in terms of their own motives. His 
solution of daily problems differs from that of the 
average man of similar mental abilities, yet he is 
lacking in insight as to the ways in which he dif- 
fers from his fellows. 

His output is irregular and unpredictable and 
his response to alcohol and drugs is unusual. His 
emotional responses are at the extreme of the 
normal; he cannot estimate their appropriate- 
ness, or respond consistently to the same situation 
at different times. 

Because of his condition he attempts to meet 
stress in inefficient ways and is in consequence 
vulnerable to neurosis. He has difficulty in fo- 
cusing his attention on the immediate needs of 
adaptation to daily life. On the other hand, he 
may be preoccupied with the present alone and 
quite incapable of considering the future. He is 
often self-centered, and he can find no reason for 
any other attitude. 

Quite often he is a criminal and shares with the 
criminal the weakness for accepting the immedi- 
ate gain with no thought whatsoever of the con- 
sequences. He is not actually sick mentally, yet he 
causes more unhappiness than the psychotic. This 
unhappiness he is not capable of appreciating. 
Out of place in this world, he may seek to reform 
it with weird ideas in politics or religion; or he 
may be so defeated that he leaves it by commit- 
ting suicide. 

The psychopath is an individual with many dif- 
ferent and fascinating fagades. His colossal faith 
in his infallibility eventually becomes his undo- 
ing, for he is constantly living by his wits. He 
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may eventually become aware of his vagaries and 
his disillusionment brings with it the average 
amount of distress and pain. A final escape may 
be a major criminal act or an attempted suicide. 
The sad fact is that, essentially, he is a wasted 
individual and any real talent he may have had 
has not been channeled in the right direction. 
The psychopath often appears in middle-class 
and well-to-do families. Because of his family 
position he may meet distinguished people. He 
sees their more average qualities and uses this to 
develop cynicism, or else attributes distinction 
to himself because he also has the average human 
qualities these distinguished persons have. Be- 
cause mature and distinguished people do not 
openly show the pain and hardship behind their 
achievement,. he assumes that their distinction 
has come by some magical quality. He knows 
too much for his own good but not enough for 
his own real achievement. He acts and believes it 
is the real thing. His deceit as a rule is largely 
unconscious. When he is gradually disillusioned 
and becomes conscious of his behavior, he has 
some hope of becoming normal in his actions. 


Different Types of Psychopaths 


There are various kinds and degrees of 
psychopathy. The overt behavior of the psycho- 
path depends upon his degree of social adjust- 
ment. The less well-adjusted psychopaths are the 
aggressive ones, the malcontents, the dreamers, 
the sensualists, the drifters, the informers, the 
pathologic liars and the latent inverts. The so- 
cially maladjusted are the addicts, the alcoholics, 
the parasitic and dependent persons, the negative 
individuals without drive, the chronic unemploy- 
able, the swindler, the business opportunist, the 
gambler and the prostitute. The antisocial are the 
morally bankrupts, the antisocial perverts, the 
anarchists, the vengeful paranoids, the angry and 
explosively violent who are constantly in conflict 
with the law. 








The Criminal Psychopath 


Origins of Psychopathy 


What are the psychodynamics of the psycho- 
pathic personality? Various explanations have 
been offered. Generally it is believed that per- 
sistent eneuresis, delinquency and psychopathic 
behavior should be viewed as character problems 
because of their relationship through the concept 
of lack of control. Some of the elements related 
to control that permeate the total personality and 
appear similarly in the various levels of the per- 
sonality are lowered threshold to stimuli, height- 
ened neuromuscular irritability, high degrees of 
impulsiveness, quick discharge and low anxiety 
tolerance. These characteristics at the various 
levels of the personality suggest a primitiveness 
pervading the psychopathic personality: The lack 
of developed internal inhibitory control within 
the personality is revealed in the child by his 
persistent eneuresis and in the juvenile and adult 
psychopath by criminal gratification. 


Differential Diagnosis 
What are the distinguishing features of the 
psychopath, the neurotic and the psychotic? 


Anxiety, feelings of guilt, repression and sub- 
stitutive gratifications are found in the neurotic 


quite prominently and these give rise to his neu- 
rosis. In the psychopath there is very seldom any 
feeling of guilt. Anxiety is not at all a feature in 
psychopathy. Hostility is repressed in the neu- 
rotic, but in the psychopath, hostility is most of- 
ten in full bloom. The neurotic imposes suffering 
on himself; the psychopath imposes suffering on 
others. The neurotic’s emotional life is deep and 
florid. The psychopath’s emotional life is shallow 
and superficial. The psychotic is withdrawn from 
reality situations; he has a life entirely of his own 
with little or no association with the external 
world. The neurotic and psychopath are fully 
aware of all reality situations; the neurotic suf- 
fers because of them, the psychopath takes ad- 
vantage of them to his own gratification. 


Treatment 


How shall the psychopath be treated? The 
treatment of the psychopath is difficult. The 
process is at best long and arduous. A thorough 
exploration of the dynamics is required through 
long hours of patient analysis. Re-education and 
retraining often take years to accomplish any 
good results. Psychopharmacology thus far has 
not been of any help. At best, the results in many 
cases are not very encouraging. 





Old Folk’s Blood 


THE ANEMIA encountered in his elderly patients 
was analyzed by Semmence, a general practi- 
tioner in England. Hemoglobin determinations 
were performed on 101 men and 155 women over 
the age of 65. At the age of 65 the hemoglobin 
levels were significantly higher in men than in 
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women, but with increasing age the hemoglobin 
level of men gradually decreased and that of 
women gradually increased, until at age 74 
significant differences disappeared. Women liv- 
ing alone were found to have significantly lower 
hemoglobin levels than those not living alone. 
The author concludes that a major factor in the 
high incidence of anemia in women over 65 is 
poor nutrition. (Brit. M. J., 2:1,153, 1959.) 
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This syndrome, which is painful and disabling, 
consists of a “frozen shoulder’’ 

with atrophic changes of the hand and arm. 
Although the etiology may range 

from postcoronary occlusion to cervical arthritis, 
the clinical features are the same. 

There is no single satisfactory therapeutic agent 
for treatment of this syndrome. 

The most effective measures are stellate block 
with procaine and the use of corticosteroids. 


WHENEVER this subject is presented in discussion 
or as an exhibit, a number of questions invariably 
are raised. We therefore are giving this presenta- 
tion in the form of answers to the major questions 
that are asked, as a brief summary of the present- 
ly available information. 


What Is the Shoulder-Hand Syndrome? 


The shoulder-hand syndrome is a symptom- 
complex consisting of the simultaneous occur- 
rence of what resembles a painful, ‘frozen shoul- 
der” and what appears to be a Sudeck’s atrophy 
of the hand at the same upper extremity. Some- 
times the shoulder or hand, or both, also may be 
involved at the opposite side. 

This peculiar combination of involvement may 
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The Shoulder-Hand Syndrome 


OTTO STEINBROCKER, m.p. 


AND THOMAS G. ARGYROS, M.D. 
New York, New York 


begin gradually at one location or another, or it 
may set in abruptly, to evolve the characteristic 
clinical features. ' 

The cardinal symptoms are pain, disability, 
tenderness, vasomotor disturbances at the hand 
and fingers and, often, patchy osteoporosis in the 
x-ray films at the humeral head or carpus. 
Atrophic, or dystrophic, changes and contrac- 
tures occur in advanced stages. 

These disorders are important in clinical prac- 
tice, because they resemble the features of arthri- 
tis, gout and related conditions for which they 
may be treated ineffectively. 

The shoulder-hand syndrome is a vivid term 
for a number of disorders of the upper extremity 
described as distinct entities in the medical and 
surgical literature for generations. These include 
Sudeck’s atrophy, posttraumatic osteoporosis, 
painful disability of the shoulder following coro- 
nary occlusion, postinfarctional sclerodactylia, 
the swollen atrophic hand associated with cervi- 
cal osteoarthritis, certain changes in the paretic 
limbs of hemiplegics and others. Although the 
cause varies in these differently termed condi- 
tions, the clinical features, and probably the 
neurovascular mechanisms producing them, are 
similar if not identical. From the information 
which is available so far, it is likely that all of 
these are forms of reflex neurovascular dystrophy, 
occurring in the upper or lower extremities, 
reported also to be encountered at the face and 
spine. 
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FIGURE 1. Postinfarctional bilateral shoulder-hand syndrome 
with atypical first stage at hand. Onset at right shoulder sixth 
week postinfarction, gradual involvement of the hand ten to 12 
weeks later; seen here five months after coronary occlusion. 
a. Incomplete anterior flexion at both shoulders due to pain 
and disability. b. Typical first-stage involvement of hand. 
c. Limited flexion at affected right hand. 
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The 
Shoulder-Hand 
Syndrome 


Who Is Prone to Get It? 


In our own cases there is a slight predominance 
of females, except in postinfarctional syndromes, 
although observers differ on these points. Usually 
patients are over 50 years old. The condition 
therefore is found to follow, or to accompany, the 
etiologic factors prevailing in the older age 
groups, particularly myocardial infarction among 
medical patients. While it has not been encoun- 
tered frequently by medical observers, the shoul- 
der-hand syndrome in its full or abortive form 
probably is more prevalent among medical, as 
well as surgical, cases than we realize. Spontane- 
ous recovery often occurs, so many manifesta- 
tions in their early phases are overlooked. The 
difficult or refractory cases are likely to be recog- 
nized in due time, often when irreversible changes 
have taken place. 


How Does It Behave or Manifest Itself? 


The shoulder-hand syndrome goes through 
several stages, in each of which the features re- 
semble different diseases. The syndrome may be 
divided roughly into three stages, or phases. 
There may be overlapping, so that these deline- 
ations are not clear-cut. Occasionally, an acceler- 
ated progression takes place from the onset toa 
rapid and startling development of terminal 
changes. 


THE FIRST STAGE 


The first stage, usually three to six months, 
consists of painful disability of the shoulder pre- 
ceding, sometimes accompanying or following, 
pain, swelling, and limited motion of the hand 
and fingers at the wrists and digital joints (Fi- 
ures 1 and 2). The onset may be gradual or sud- 
den. A premonitory period of intermittent pain, 
stiffness or weakness at the shoulder or hand may 
antedate the more severe symptoms which set in 
steadily. Pain and limited motion appear at the 
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FIGURE 2. Usual radiologic changes during early phases (with 
normal sides for comparison); spotty or patchy osteoporosis at 
right carpus and humeral head (and shaft), flexion defect of 
fingers visible. 
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shoulder girdle with diffuse tenderness, as in peri- 
arthritis or bursitis. The swelling (marked at 
times at the dorsum of the hand and fingers) and 
vasomotor disturbances (warmth or coldness of 
the hand and fingers, with sudomotor activity at 
the palms), as well as pain and disability there, 
arise suddenly or gradually within weeks or 
months after the shoulder involvement. 

The swelling of the hand and fingers is diffusely 
distributed and yields little pitting at first, unless 
the extremity is kept lowered rather steadily. In 
acute onsets striking swelling and pitting may be 
observed at times. The skin of the hand and 
fingers becomes taut and its creases are smoothed 
out or eliminated. The cutis may be of a pink or 
red hue at first, later cyanotic or pale, depending 
on the predominance of vasodilatation or vaso- 
spasm, with impressive warmth or coldness of the 
surface temperature. Efforts at passive motion at 
the joints are painful. The hand and fingers are 
held in slight flexion. The wrist, hand and digits 
usually are tender to palpation. The grip is im- 
paired. Sometimes the tendon reflexes are in- 
creased at the elbow. The train of symptoms may 
start at the hand and fingers, to be followed in 
weeks or months by the shoulder involvement, or 
both parts in some cases may be activated almost 
simultaneously. 

X-ray films may show some osteoporosis with 
striking rapidity, especially in traumatic cases. 
Typical patchy demineralization is visible at the 
carpus or at the humeral head, or both, in the 
early phase (Figure 2). In some cases weeks or 
monthselapse before consistent radiologic changes 
are noticeable. Sometimes they do not develop. 


THE SECOND STAGE 


The second stage, lasting approximately three 
to six months, is characterized by gradual im- 
provement in the pain and disability at the 
shoulder and decrease or absorption of the swell- 
ing of the hand. This progress may go on to com- 
plete resolution. Often, however, the swelling 
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FIGURE 3. Stage 2, postinfarctional shoulder-hand syndrome 
on right with lesser additional involvement of opposite hand; 
swelling largely absorbed at this time, but some thickening and 
induration of skin still visible, with marked, diffuse trophic 
changes at the hand and fingers, especially right, where hyper- 
trichosis at the dorsum of the fingers is noticeable. (Resembles 
rheumatoid disease.) 


subsides, but the stiffness and flexion defects of 
the fingers become worse. Atrophy of the sub- 
cutaneous tissue and intrinsic muscles of the hand 
may now begin to become apparent. Localized 
thickening of the palmar fascia, and even Dupuy- 
trenlike contracture may become noticeable. 
Early, smooth or glistening, trophic changes of 
the digits may become apparent. The hand and 
fingers are more apt to be cold and pale. Patchy 
osteoporosis in x-ray films becomes more striking. 
All of these peculiar changes, especially in the 
soft tissues, suggesting a nervous or nutritional 
element combined with atrophy, have led to the 
use of the term “dystrophy” to convey the image 
of these special alterations (Figure 3). 


THE THIRD STAGE 


The third stage may last for months or proceed 
to irreversible changes (Figure 4). Trophic altera- 
tions become more marked, with the skin thinned, 
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glossy and tight, as well as with a decrease or 
elimination of the creases and wrinkles at the 
dorsum of each finger, sometimes with hypertri- 
chosis there. The subcutaneous tissues shrink and 
disappear. Unusual trophic change of the nails 
may be seen on occasion. Atrophy of the small 
muscles of the hand becomes increasingly notice- 
able, along with great limitation of motion at the 
metacarpophalangeal and interphalangeal articu- 
lations. Contractures of the flexor tendons often 
occur, occasionally subluxations. Spotty osteo- 
porosis of the wrist and the humeral head may 
become more severe or diffuse. ““Ground-glass de- 
calcification”’ may reflect prolonged disuse. 

Somehow, with rare exceptions, the elbow of 
the same extremity usually escapes involvement 
in the presence of mild, or most severe, symp- 
toms at the shoulder and hand, even when bi- 
lateral. 

Obviously, then, the cardinal symptoms are 
pain and disability at the shoulder, with pain, 
swelling, tenderness and disability at the hand 
and fingers, simultaneously or separately at some 
time in the course of the disorder, often with 
patchy osteoporosis of the wrist or shoulder or 
both; later trophic or dystrophic changes, dis- 
ability, even contractures, and diffuse demineral- 
ization in due time from disuse. 


Are All of These Symptoms Always Present? 


Sometimes localized reflex. neurovascular in- 
volvement of the shoulder or hand, even only of 
the fingers may occur, in an abortive form or 
“forme fruste,” as in Table 1. It is not clear why 
only circumscribed reactions occur in some indi- 
viduals subjected to the same etiology or asso- 
ciated pathology. 

Dupuytrenlike palmar changes may appear in 
the course of a shoulder-hand syndrome. The 
thickening of the palmar fascia and, later, con- 
tracture of flexor tendons with it, resemble 
Dupuytren contracture. Patients are inclined to 
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FIGURE 4. Patient presenting Stage 1 and Stage 3 (six years 
later) with disabling contractures; unresponsive to conservative 
measures then available; multiple etiologic or associated fac- 
lors (cervical spinal degeneration, arteriosclerotic heart dis- 
ease, substernal thyroid). 


blame every abnormality on the chief illness. 
Frequently, when the hand changes are seen after 
the clinical features have fully evolved, the pal- 
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mar changes are too far advanced to have arisen as 
late as the patient believes. We have followed 
palmar changes during our observation from the 
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onset of shoulder-hand symptoms in two patients. 
In others there already were Dupuytren contrac- 
tures at the onset of the syndrome. It has been 
stated, but not proved, that Dupuytren’s con- 
tracture constitutes a form of reflex neurovascu- 
lar dystrophy. At present, until further informa- 
tion is available, we may only regard such palmar 
localizations as “‘Dupuytrenlike” modifications. 

Painful vasodilatation or vasoconstriction, alone, 
at the fingers and hand sometimes may be an 
early, abortive reflex neurovascular response to 
external injury or an internal lesion, or may rep- 
resent the premonitory symptoms of more exten- 
sive reflex disorders threatening or developing. 
We have observed them shortly after trauma and 
cerebrovascular lesions. A fairly high frequency 
has been noted in poliomyelitis. These manifesta- 
tions probably most often resolve spontaneously. 

Swelling, with vasomotor disturbances, and atro- 
phy at the hand and fingers, unassociated with 
shoulder disability, have occurred in our patients 
with trauma, hemiplegia and in one patient with 
herpes zoster. This resembles the classic picture 
of Sudeck’s syndrome after trauma or suppura- 
tion at the hand or upper extremity. Strangely, 
Sudeck did not seem to encounter simultaneous 
shoulder involvement. In a recent, beautifully 
illustrated and carefully studied British series of 
Sudeck’s atrophy of the hand after trauma, some- 
how not a single case of simultaneous shoulder 
disability is described. 

Painful disability of the shoulder, as the sole 
manifestation of reflex dystrophy, appears to be 
a not uncommon sequel of coronary thrombosis, 
hemiplegia and, possibly, cervical discogenic 
and vertebral-pathology. It is encountered, too, 
in Parkinson’s disease and in disabling intra- 
thoracic disease, especially in elderly people long 
bedridden. 

These circumscribed disturbances at the upper 
extremity obviously combine to produce the most 
severe form of reflex symptom-complex at the 
upper extremity as the shoulder-hand syndrome. 
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What Causes the Syndrome? 


-From clinical observation of the frequent and 
close temporal relationship to certain injuries 
or lesions and their complication by reflex neuro- 
vascular or dystrophic phenomena, it has been 
assumed empirically, and undoubtedly correctly, 
that there is a causative relationship between 
such provocation and the reflex syndromes. After 
fractures, sprains and torsions of limbs, follow- 
ing myocardial infarction, hemiplegia and other 
medical lesions, 5 to 20 per cent of patients 
shortly, or within a few months or longer, have 
been found to develop the shoulder-hand syn- 
drome or more localized reflex symptoms. In 
Table 2 are a number of acute lesions or associ- 
ated pathologic conditions observed by us, which 
are believed to have a provocative role in the 
reflex symptomatology. In some cases multiple 
potentially activating factors may be identified 
with the comparatively greater relationship of 
one or the other sometimes difficult to determine. 
After thorough study a definite causative basis 
or even suspicious associated pathology is not 
apparent in a fair proportion of the patients, the 
“Sdiopathic”’ cases. 

Others have reported circumscribed reflex in- 
volvement or the shoulder-hand syndrome aris- 
ing from, or associated with, acute pericarditis, 
aortitis, pulmonary infarction, pulmonary tuber- 
culosis, peripheral neuritis, cervical disk hernia- 
tion, x-radiation therapy and. shock therapy. 


What Is the Mechanism? 


The pathophysiology of the shoulder-hand 
syndrome at present is not clear. External trau- 
ma, such as a fracture at the wrist or suppuration 
of a finger, or an internal lesion like a myocardial 
infarction or a brain tumor, in some individuals 
evidently may provoke reflex reactions at the 
extremity which take the form of the shoulder- 
hand syndrome or more limited reflex dystrophy. 
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Neurovascular features dominate the clinical 
picture, in its earlier phases especially. Sympa- 
thetic block often effectively relieves or termi- 
nates the symptoms, especially in posttraumatic 
cases, sO a neurovascular, and chiefly sympa- 
thetic activating role, long has been suspected or 
assumed in these disorders. 

These are empiric observations supported by 
the experimental concepts of Lorente de No of 
the “internuncial pool.’’ The latter have been 
used by Livingston to elaborate a working theory 
for reflex pain syndromes. To present it briefly, 
it is postulated that a flow of afferent stimuli is 
released at a point of peripheral injury or lesion 
at a limb, the heart or the cortex, any site of 
violence to tissue constituting a focus of irrita- 
tion. The flow of stimuli from such a focus enters 
the cord through afferent channels in a provoca- 
tive current, spreading over long and short con- 
necting pathways at the same level, also upward 
and downward, and transmitting an outflow 
through the lateral (sympathetic) and anterior 
horn cells and their efferent (motor) pathways 
at various levels. This outflow accounts for the 
vasomotor symptoms and (motor) disability 
constituting the characteristic clinical features. 
Peripheral tissue irritability is thought to be 
increased by the motor reactions. “Feedback” 
circuits are stimulated and afferent as well as 
efferent transmission reinforced. A vicious circle 
thereby is created which leads to a chronic symp- 
tom state unless the reflex activity spontaneously 
arrests itself or is terminated by effective ther- 
apy. These explanations provide a working basis 
of understanding, but they are largely presump- 
tive. A number of other physiologic concepts 
have been advocated on theoretic grounds or on 
the basis of experimentation. None of these, in- 
cluding the theory of the ‘‘internuncial pool,” 
entirely clarifies all cases. 

The explanation of the shoulder-hand syn- 
drome offered by some observers is based on the 
“disuse theory,” or “inactivity” of the shoulder, 
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TABLE 1. 


Reflex Neurovascular Disorder 
of the Upper Extremity 





CIRCUMSCRIBED 
Painful disability of the shoulder 
Painful vasodilatation (or vasoconstriction) of the hand and 
fingers 
Dupuytrenlike palmar contracture 
Painful, swollen (or atrophic) hand and fingers 


EXTENSIVE 
Shoulder-hand syndrome 





TABLE 2. 


Shoulder-Hand Syndrome 
Provocative or Associated Conditions 


(146 CASES*) 





Number Per Cent 








NN a ha earear alae 33 23 
Postinfarctional. ....... es 30 20 
Cervical-discogenic or intraforaminal 

ile a aaa PE Ar al 29 20 
I ed Se ae 15 10 
Multiple, inconclusive ......... 16 11 
a 9 6 
eee ere 14 10 

Post herpes zoster. ... . 2 

Calcific tendinitis of shoulder . . . . 2 

Pancoast-type tumor ....... 8 

Diffuse vasculitis ...... —— 

CO Ee 2 

Febrile panniculitis .... . 5 

Gonococcal arthritis ........ 1 





*Including 35 cases with circumscribed involvement at the shoulder or 
hand. 
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probably due in great part to predisposing peri- 
articular pathology activated by trauma or 
visceral lesions. The shoulder is favored, or not 
used enough, particularly by patients bedridden 
by visceral disease; more likely, Coventry has 
suggested, by those with the “‘periarticular per- 
sonality.”” The hand involvement, these clini- 
cians believe, occurs as a reflex reaction to the 
shoulder disturbance. These concepts also fail 
to cover all situations. 


What Is the Pathology? 


Microscopic examination of tissue from affect- 
ed shoulders, fingers and palmar fascia have not 
disclosed any characteristic or diagnostic changes 
in reflex dystrophy. 


From What Must It Be Differentiated? 


Differentiation is an important consideration, 
because the shoulder-hand syndrome quite often 
is treated for a number of other conditions it re- 
sembles, before the true nature of the disorder is 
recognized. In fact, the reflex symptoms occa- 
sionally may be the presenting complaints of some 
otherwise silent pathology and, when correctly 
distinguished, may lead to the diagnosis of seri- 
ous, underlying disease. 

Each phase or stage of the reflex syndrome 
resembles different musculoskeletal conditions. 
Rheumatoid arthritis is most often simulated. 
The sedimentation rate usually is normal (over 
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80 per cent) in the shoulder-hand syndrome; the 
joints of the lower extremities are not affected, 
and at the involved hand the swelling and tender- 
ness are diffuse rather than localized to the small 
joints as in rheumatoid disease. 

In the early stage, with only shoulder involve- 
ment, “‘bursitis” or periarthritis is suggested and 
represents a truly difficult differential problem, 
unless an adequate trauma, visceral involvement 
or the appearance of hand signs can clarify the 
situation. The role of painful shoulder disability 
as the forerunner of some cases of shoulder-hand 
syndrome is not to be overlooked in the early 
stages, lasting weeks or months. 

When a severe vasomotor reaction occurs at 
the hand in the early phase with great, diffuse 
swelling, tenderness and a pink hue, acute gout 
or arthritis is apt to suggest itself. The normal 
sedimentation rate, the normal blood uric acid, 
the unresponsiveness to colchicine and the col- 
lateral information already mentioned, should 
be helpful. In the later phases the indurated skin, 
trophic changes and contractures may resemble 
acrosclerosis or sclerodactylia, especially when 
both hands are affected. The history, the shoulder 
involvement and their clinical features usually 
serve to exclude this local variant of scleroderma. 


What Is the Treatment? 


The treatment at present does not consist of 
any completely satisfactory therapeutic agent. 
Many methods of therapy have been used in the 


OTTO STEINBROCKER, M.D., a past president of the American Rheuma- 
tism Association, is the author of Arthritis in Medical Practice. Assistant 
professor of clinical medicine at New York University Postgraduate School 
of Medicine, Dr. Steinbrocker is also attending rheumatologist and chief of 
the Department of Rheumatology at Lenox Hill Hospital and the Hospital 
for Joint Diseases. He took both his premedical and medical work at New 
York University. Thomas G. Argyros, M:D., Dr. Steinbrocker’s coauthor is 
also affiliated with the Department of Rheumatology, Hospital for Joint 
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past. Pain requires treatment at any phase, but 
beginning at Stage 2 structural changes are likely 
to be increasingly unresponsive or irreversible, 
in proportion to their duration and extent. In 
fact, our observations indicate that the most 
responsive cases are those treated earliest. 


GENERAL CONSIDERATIONS 


Of course, any underlying condition should be 
managed according to its special requirements. 

Constitutional deficiencies which can be cor- 
rected should receive due attention. 

Analgesics for pain, until the specific measures 
have taken effect, are desirable, such as salicyl- 
ates, 6 to 8 Gm. daily in divided doses; codeine, 
or other narcotics, briefly for acute symptoms. 

Sedatives, or relaxants, usually are indicated 
for these tense subjects; sometimes psycho- 
therapy; a soporific at night. 

Certain specific measures are the treatment of 
choice, to be discussed later. 


THERAPEUTIC PROCEDURES OF POSSIBLE VALUE 


Vasodilators, such as quartenary ammonium 
compounds, more lately priscoline, have been 
recommended for trial in early cases. 

X-ray therapy to the affected shoulder and 
extremity has been advocated and deprecated. 

Physical modalities may give transient pallia- 
tion. 

Local injection of trigger points at the shoulder 
or other parts of the extremity, with procaine or 
hydrocortisone, may prove useful at sites of 
trauma when carried out early enough. 


PROCEDURES NOT ADVOCATED 
Manipulation of the shoulder under anesthesia. 
Application of casts in the presence of neuro- 
vascular symptoms. 
MEASURES OF DEFINITE VALUE 


Exercises of the shoulder and hand, graded to 
the patient’s tolerance, have been useful to 
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counteract contractures and to accelerate return 
of function. Increased pain for more than one 
hour afterward indicates that the routine should 
be reduced. 


TREATMENTS OF CHOICE 


The most effective measures at this time are 
stellate (sympathetic ganglion) blocks with pro- 
caine and corticosteroids or ACTH. The results 
from any of these methods are approximately 
similar. Recurrences are few and of lesser degree 
when treatment has been adequate. 

Corticosteroids in the form of prednisone or 
prednisolone, or any of the newer corticoids in 
equivalent dosage, are most frequently used. The 
schedule of dosage is similar to that in a patient 
with rheumatoid arthritis of the same severity. 
A daily amount of 30 mg. in divided doses is 
usually introduced at the start in a full-blown 
shoulder-hand syndrome, with an increase or 
decrease in the quantity every three to seven days 
according to the responsiveness of the symptoms. 
Minimum maintenance doses are continued for 
weeks or months until interruption is not fol- 
lowed by rebounding symptoms. The usual 
contraindications and precautions in the use of 
corticoids apply. If there is any uncertainty or 
hazard, stellate blocks should be employed. 

Stellate blocks have the advantage of presenting 
no contraindications except hypersensitivity to 
procaine, even in the older groups subject to the 
shoulder-hand syndrome or reflex dystrophy. If 
there is no increasing responsiveness between 
infiltrations after three to four blocks, it probably 
is useless to continue. An average of seven serial 
blocks is required. We use the anterior paratra- 
cheal route, even on an ambulatory basis, with 
a starting test injection of 10 ml. of 1% per cent 
solution, thereafter 20 to 30 ml. of 1 per cent 
solution, at intervals of twice a week, then once 
weekly. 

Whether corticosteroids or blocks are used, 
complete recovery or great improvement occurs 
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The 
Shoulder-Hand 
Syndrome 


at the shoulder, hand and fingers in approximate- 
ly one-third of the patients, appreciable benefit 
(especially relief of pain) in another 50 per cent. 
Minor residual defects occur in an impressive 
number of patients, notably when they are seen 
after the early phases. 

A therapeutic agent of greater effectiveness 
obviously is desirable. Much more remains to be 
known about every aspect of the reflex neuro- 
vascular disorders, including the shoulder-hand 
syndrome. 


Can It Be Prevented? 


This frequent question does have some positive 
facets. Although the true mechanism by which 
these reflex phenomena arise is not clear, many 
observations suggest preventive measures worthy 
of application. These are: 

1. Adequate treatment of any provocative 
pathology, such as disk disorders, vertebral 
osteophytosis, coronary disease, etc. 


2. Recognition and evaluation of atypical or 
different pain, with or without disability, at a 
shoulder or hand following trauma, internal 
lesions or disorder of the extremity. 

3. Avoidance of casts, splints or manipulation 
in the management of painful symptoms associ- 
ated with neurovascular features. 

4. Gently graded exercises, when practical, at 
the shoulders and hands of patients, especially 
when bedridden, for lesions known to provoke 
reflex symptoms. 

5. Injection of definite “trigger point(s)” with 
procaine solution or corticosteroid suspension in 
traumatic or posttraumatic disorders, particular- 
ly when there are suggestive neurovascular 
symptoms. 


(Figure 4 courtesy Med. Cl., N. America, November, 1958.) 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to or near the Index to Adver- 
tisers. 





Diabetic Nephropathy 


SHEA AND HIS colleagues have reviewed their 
experience with Kimmelstiel-Wilson lesions at 
autopsy. They were particularly interested in 
the relationship of nodular intercapillary glomer- 
ulosclerosis to the renal hyaline arteriolosclerosis 
so often seen. They were also interested in the 
relationship between the nodular glomerulo- 
sclerosis and the duration of diabetes. The results 
of their studies, combined with the results of 
other authors, suggest that nodular intercapillary 
glomerulosclerosis is practically pathogncinonic 
of diabetes mellitus. There are apparently rare 
instances of this lesion in nondiabetic persons. 
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The presence of the nodular glomerular lesions 
correlated very well with the severity of arteriolar 
hyalinization in the kidney. 

The authors believe that these two lesions, 
i.e., nodules and arteriolosclerosis, are separate 
manifestations of the diabetic state and not, as 
some authors have suggested, causally related to 
each other. No relationship could be demon- 
strated in this study between the severity of 
intercapillary glomerulosclerosis and the severity 
of the diabetes as measured by insulin require- 
ments. The same was true with renal arteriolar 
hyalinization. Some correlation was found be- 
tween the severity of the nodular glomerular 
lesions and the known duration of the diabetes. 
(AMA Arch. Pathol., 68:447, 1959.) 
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Esophageal Varices 


EDWARD B. BENEDICT, M.D. 


anD GEORGE L. NARDI, M.D. 


Harvard Medical School 
Massachusetts General Hospital 
Boston, Massachusetts 


Esophageal varices are dilated veins which 
are part of collateral pathways 

that develop secondarily to portal bed block. 
The portal hypertension is secondary 

fo a variety of diseases of the liver. 
Hemorrhage is the only symptom, but this 
can be so massive that many patients 

die from the first hemorrhage. 

Emergency treatment includes cardioesophageal 
tamponade by intragastric balloon 

and repeated blood transfusions. 

The preferred surgical treatment 

is a portacaval shunt. 


ESOPHAGEAL VARICES are dilated veins in the wall 
of the esophagus. They represent collateral chan- 
nels that have developed secondarily to portal 
bed block. When splanchnic venous outflow is 
obstructed, there results an increased splanchnic 
pressure which gives rise to portal hypertension, 
as a result of which this collateral circulation de- 
velops. Other collateral pathways are through the 
epigastric, rectal, diaphragmatic and retroperi- 
toneal veins. The maximum normal pressure in 
the portal vein is 20 em. of water, but in portal 
hypertension, it may rise to 50 cm. of water or 
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even higher. It must be recognized that portal 
hypertension is not a disease entity but may be 
the consequence of a variety of hepatic diseases. 
Whipple in 1945 proposed two groups, the 
intrahepatic block and the extrahepatic block. 


Hepatic Blocks 
INTRAHEPATIC 


In the United States most patients fall in the 
intrahepatic group from cirrhosis of the liver. 
Laennec’s cirrhosis results in portal hypertension 
in 33 per cent of the cases. Other causes include 
primary biliary cirrhosis, infectious hepatitis, 
homologous serum jaundice, schistosomiasis, sar- 
coid, hemochromatosis and metastatic carcinoma. 


EXTRAHEPATIC 


Extrahepatic block falls into two categories, 
suprahepatic block or infrahepatic block. 

The causes of suprahepatic block are heart 
failure with large liver, hepatic-vein occlusion 
or pulmonary fibrosis. Such cases are easily 
recognized since there is associated generalized 
venous hypertension, and bleeding varices are 
usually not a problem. However, bleeding varices 
may be a problem in the Budd-Chiari syndrome 
characterized by ascites and esophagogastric 
anastomoses which develop secondarily to intra- 
hepatic venous thrombosis. 

Infrahepatic block most commonly occurs in 
children and young adults. Portal hypertension 
may result from thrombosis of the portal, supe- 
rior mesenteric or splenic veins, or stenosis or 
atresia of the portal veins, and from cavernoma- 
tous transformation of the portal vein. A septic 
thrombotic process in infancy is believed to be 
the most common cause of subhepatic obstruc- 
tion. 

Ekman found extrahepatic block in 25 of 33 
patients under 21 years of age. He found intra- 
hepatic block in 22 of 28 patients 41 to 60 years 
old. 
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Esophageal 
Varices 


Pathology 


Chiles, Baggenstoss, Butt and Olsen, in a study 
of 80 cases of ruptured esophageal varices, found 
that rupture had been caused by increased hydro- 
static pressure in 39 per cent and by ulceration 
in 56 per cent. In the majority of cases of 
hemorrhage, ulceration appeared to be a con- 
tributory factor in the rupture. Palmer and 
Brick, who measured varix pressure by esopha- 


FIGURE 1. X-ray appearance of esophageal varices in a 
patient with cirrhosis of the liver who had had severe rectal 
bleeding, with tarry stools and anemia. 
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goscopy, found no correlation among the size of 
esophageal varices, the pressure in the varices 
and the occurrence of hemorrhage. 


Symptoms 


Hemorrhage is the only symptom. Esophageal 
obstruction never occurs from esophageal varices 
alone. Douglass and Snell studied 444 patients 
with Laennec’s cirrhosis and found that 32 per 
cent bled and that in 10 per cent massive bleed- 
ing is the first symptom. Welch and Ramas have 
reported that 76 per cent may die from the first 
hemorrhage. 


Diagnosis 
HISTORY 


Gastrointestinal hemorrhage is the most im- 
portant single clinical featurein diagnosis. There 
is sometimes a history of icterus, hepatitis, 
homologous serum jaundice and alcoholism. 


PHYSICAL EXAMINATION 


Jaundice, cutaneous arterial angiomata and 
dilated abdominal veins may be observed. Hepa- 
tomegaly, splenomegaly and ascites may be 
present. 


X-RAY EXAMINATION 


During early phases of portal hypertension 
varices may not be evident at roentgenologic 
examination. The typical picture of extensive 
varices, using fluoroscopy and spot film tech- 
nique, is multiple filling defects produced by the 
dilated distended veins (Figure 1). The demon- 
stration of esophageal varices by x-ray requires 
the work of an expert radiologist especially 
trained in this field. At the same time, in bleeding 
cases, he may be able to differentiate varices 
from esophageal ulcer, gastric ulcer and duo 
denal ulcer. X-ray examination in the acute mas- 
sively bleeding patient isof the utmost importance. 
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FIGURE 2. Esophageal varices. 
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Esophageal 
Varices 





FIGURE 3. Transthoracic esophagotomy with exposure of 
acutely bleeding varices. Suture with a running stitch of 
atraumatic chromic catgut. 


ESOPHAGOSCOPY 


Esophagoscopy may be of great value in the 
diagnosis of esophageal varices, not only because 
the radiologist may miss early varices but also 
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because he may be in doubt even when they are 
obvious at esophagoscopy. Varices seen through 
the esophagoscope (Figure 2) appear as charac- 
teristic bluish tortuous masses of veins usually 
involving the lower segment of the esophagus, 
but sometimes extending its full length. In the 
early phase, however, they may not appear blue 
and may not be tortuous, hence it is sometimes 
difficult to distinguish them from esophageal 
folds or gastric rugae in a hiatus hernia. Some 
clinics use esophagoscopy routinely in acute 
bleeding varices. Eddy Palmer, for example, 
routinely lavages the esophagus and stomach 
with one to five quarts of ice water and then per- 
forms immediate esophagoscopy and gastros- 
copy. In 238 cases he reports 88.7 per cent ac- 
curacy. Linton, however, at the Massachusetts 
General Hospital has used esophagoscopy very 
little in the diagnosis of esophageal varices since 
he finds almost 100 per cent accuracy by history, 
physical examination, expert roentgenography 
and laboratory tests. 


LABORATORY TESTS 


Liver function tests are of diagnostic and 
prognostic value in both the chronic and the 
acute phases of esophageal variceal hemorrhage. 
In massive upper gastrointestinal bleeding, gas- 
troduodenal ulceration and esophageal varices 
are the primary considerations, in that order. 
Unfortunately, if either ulcer or varices are 
definitely identified, one still cannot be certain 
that either is the source of bleeding, since 10 


EDWARD B. BENEDICT, m.p., Boston, Mass., specializes in endoscopy 
and his work includes bronchoscopy, esophagoscopy, gastroscopy and peri- 
toneoscopy. A 1923 graduate of Harvard Medical School, he is now assistant 
clinical professor of surgery at his alma mater. He is also endoscopist at the 
Massachusetts General Hospital and consulting endoscopist for the Mas- 
sachusetts Eye and Ear Infirmary and several other hospitals in the Boston 
area. When the American Gastroscopic Society was organized, he was named 
vice president; he later became president. He is a fellow of the American 
College of Surgeons and a member of GP’s Editorial Advisory Board. 
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1 PORTACAVAL SHUNT 
(END-TO-SIDE OR SIDE-TO-SIDE) 


2 SPLENORENAL SHUNT 
3 SPLENECTOMY 


4 HEPATIC ARTERY LIGATION 
(ALSO LEFT GASTRIC AND SPLENIC 
ARTERY LIGATION) 


5 OMENTOPEXY 
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FIGURE 4, Surgery for portal hypertension. 
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FIGURE 6. The completed end-to-side portacaval shunt. 
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per cent of patients with cirrhosis also have 
gastric or duodenal ulceration. Some help may be 
obtained from an elevated bromsulphalein test. 
We have found the rapid blood-ammonia test 
described by McDermott to be of definite value. 
Unfortunately, however, this requires the serv- 
ices of a very carefully trained technician who 
may not be available. The basis of this test is 
the fact that the diseased liver is unable to de- 
aminate the absorbed nitrogenous-split products 
of gastrointestinal hemorrhage because of re- 
circulation through the venous collaterals. 


LIVER BIOPSY 


Whenever the diagnosis remains in doubt after 
thorough evaluation, liver biopsy performed by 
aspiration with a needle may provide valuable 
information. If there is likelihood of metastatic 
carcinoma in the liver, peritoneoscopy with 
direct vision liver biopsy is preferable to blind 
needle biopsy. 


SPLENIC PULP MANOMETRY 


According to Panke, Rousselot and Moreno, 
a No. 18-gauge spinal needle may be introduced 
into the spleen and connected to a water ma- 
nometer. In esophageal varices the splenic pulp 
pressure has been found to be consistently higher, 
413 mm. of water vs. 175 mm. in other sites of 
bleeding. These authors claim 90 per cent ac- 
curacy in 113 cases. They have had no complica- 
tions from the method. They point out that in 
well-compensated cirrhosis with normal liver 
chemistries, massive bleeding from varices may 
occur, and they also mention the fact that 
serum ammonium levels are not helpful after 
portacaval shunt. 


Treatment 
EMERGENCY MANAGEMENT 


Emergency management includes cardioesoph- 
ageal tamponade by intragastric balloon, repeated 
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blood transfusions and immediate transthoracic 
transesophageal ligation (Figure 3). 


DEFINITIVE SURGERY (Figure 4) 


Because of the frequency of postsuture bleed- 
ing, we do not regard varix ligation as a definitive 
procedure. Depending upon the condition of the 
patient after an interval of four to six weeks of 
high caloric intake, re-evaluation of liver func- 
tion and vitamin K therapy, splenorenal (Figure 
5) or portacaval shunt (Figure 6) may be under- 
taken. Portacaval shunts may be done end-to- 
side or side-to-side. Although the portacaval 
shunt is larger, easier to perform and less likely 
to angulate, Linton prefers the end-to-side 
splenorenal because of the lower mortality and 
lower morbidity (from neuronutritional dis- 
turbances). He also believes that the partial 
shunt obtained by the splenorenal method is 
better in the long run because there are fewer 
late deaths from liver disease. The operative 
mortality in all shunts is approximately the same 
and approaches 10 per cent in experienced hands. 


After performance of such shunts there is a 
high incidence of peptic ulcer disease. A gastric 
secretory stimulant, which is normally metabo- 
lized in the liver, increases as more splanchnic 
blood by-passes the liver as the result of an 
effective surgical shunt. 


Prognosis 


Although surgical shunts are effective in pre- 
venting exsanguinating hemorrhage from eso- 
phageal varices, the ultimate prognosis for portal 
hypertension is directly dependent on the course 
and severity of the original liver disease. 


Much of the material presented in this article is taken from 
The Esophagus: Medical and Surgical Management, Edward 
B. Benedict and George L. Nardi, Little, Brown & Company, 
Boston, Mass. 

Figures 1, 3, 5 and 6 Courtesy Little, Brown & Company. 

Figures 2 and 4, Courtesy The CIBA Collection of Medical 
Illustrations. 

A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 





Smoking Among Physicians 


SNEGIREFF AND LOMBARD report a five-year fol- 
low-up study of the smoking habits of Massachu- 
setts physicians. Many members of the Massa- 
chusetts Medical Society have changed their 
personal smoking habits as shown at the right. 

Ninety-three per cent of the physicians re- 
porting (the total was 4,576) advocated an 
educational effort to warn teen-agers of the 
potential dangers of smoking. Only 4 per cent 
were opposed to such a program. 

The authors believe this study indicates alert 
awareness of the smoking problem on the part 
of the medical profession. (New Eng. J. Med., 
261:603, 1959.) 
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1959. 
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Mediastinal Granulomas 


SOL KATZ, M.D. 
Associate Medical Editor, GP 


AT TIMES enlargement of mediastinal lymph 
nodes may assume the contour of a mediastinal 
tumor. The most frequent pathology noted in 
these tumorlike nodes is granuloma. Although 
any mediastinal node can be the site of granulo- 
matous involvement the most frequent location 
is in the right paratracheal region just above the 
stem bronchus in the region of the azygos vein 
(azygos lymph nodes). Here the nodes are ad- 
herent to the trachea and right upper lobe 
bronchus lying anterior to the esophagus along- 
side the superior vena cava and right phrenic and 
vagus nerves. The mass of mediastinal granulo- 
matous nodes may arise from the right sub- 
carinal nodes compressing the esophagus. Other 
locations include the left paratracheal area, the 
hilus and the substernal anterior mediastinal 
region. 

Most of the patients are young adults without 
symptoms. However, the strategic location of the 
mass of nodes may cause syndromes related to 
compression of important structures. Thus, 
bronchial obstruction due to nodal extrabronchial 
compression may result in cough and hemoptysis. 
Complete bronchial obstruction and atelectasis 
may ensue. Esophageal compression and erosion 
occur with prominent dysphagia. The superior 
vena cava may be displaced, narrowed or com- 
pletely obstructed. 

Usually the granuloma appears as a circum- 
scribed round, oval or slightly lobulated mass 
projecting from the mediastinum. Typically, the 
lesion extends from the right tracheal border 
much as the aortic knob extends from the left. 
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Less commonly it appears as a bulging, smoothly 
demarcated hilar or subcarinal mass. On lateral 
view the mass is in a midcoronal position. Cal- 
cium is often demonstrable within the granulo- 
matous mass giving a rather characteristic cen- 
tral stippled effect best seen by overpenetrated 
techniques. Calcification may also occur in the 
rim of the lesion. Esophagogram may show a tu- 
mor compressing the esophagus. 

Histoplasmosis is the most common demon- 
strated etiology while sarcoidosis, tuberculosis 
and silicosis have also been proved. Frequently 
no precise etiology can be established. 

Surgery offers the most reliable approach to 
diagnosis since precise diagnosis is not always 
possible on radiographic grounds alone. 





X-ray of the chest showing a smooth mass in the right para- 
tracheal region representing a mediastinal granuloma due to 
histoplasmosis. 
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Isoniazid Prevents Tuberculous Meningitis 


PAUL A. PAMPLONA, M.D. 


AND GWILYM R. JONES, M.D. 


Tuberculosis Program, Public Health Service 
U.S. Department of Health, Education, and Welfare 
Washington, D.C. 


This article demonstrates by a controlled study 
that isoniazid is effective in preventing 
complications of primary tuberculosis in 
children. All infants under 1 year of age who 
react to the tuberculin test, and all children 
from 1 to 4 years of age who have, in addition, 
z-ray evidence of primary tuberculosis, 

should be given 5 mg. of isoniazid per kilogram 
of body weight every day for one year. 


PRIOR to the advent of chemotherapy, when 
either primary tuberculosis or one of its compli- 
cations appeared in a child, there was nothing 
specific the attending physician could do to 
change the progress of the disease. If the com- 
plication happened to be meningitis or miliary 
tuberculosis, the results were nearly always fatal. 
After the drug isoniazid was developed, both pri- 
mary tuberculosis and its complications could be 
treated, but, because the complications had some- 
times progressed before the case was brought to 
the physician’s attention, the threat of permanent 
disability or death still existed. Now it has been 
shown that practically all complications of pri- 
mary tuberculosis can be prevented by admin- 
istering isoniazid to infants and young children 
who are tuberculin positive. 
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The concept of this prophylactic use of isoni- 
azid against complications of primary tubercu- 
losis arose when it was first noted that clinical 
meningitis did not develop in children receiving 
the drug even though they had miliary tuber- 
culosis. This observation led to a controlled 
study in 1953 at Bellevue Hospital, New York 
City, from which further evidence was gathered 
to support the possibility that the new drug might 
have some effect in preventing the development 
of the complications of primary tuberculosis in 
children. However, the number of children in 
the Bellevue study was not large enough to make 
the findings statistically significant. 

At that time, the Public Health Service was 
already involved in a number of large-scale 
evaluations of different drug regimens, and Dr. 
Edith Lincoln, who had conducted the 1953 in- 
vestigation at Bellevue Hospital, interested both 
the Public Health Service and a number of pedia- 
tricians throughout the country in a comprehen- 
sive, cooperative study in an attempt to con- 
firm the earlier findings. Starting in January, 
1955, this project eventually included 2,750 
children in 33 pediatric clinics throughout the 
United States as well as in Mexico City, San Juan 
and Toronto. 


Asymptomatic Primary Tuberculosis Study 


The study was limited to children with asymp- 
tomatic primary tuberculosis. Any child under 3 
with a reaction of at least 5 mm. induration to 
a Mantoux test with the intermediate dose of 
tuberculin (0.0001 mg. or 5 TU PPD) was eli- 
gible. Children 3 or older were accepted for the 
study if they had, in addition to a tuberculin 
reaction, x-ray evidence of primary tuberculosis. 
The children were divided into two groups: one 
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Isoniazid Prevents 
Tuberculous Meningitis 


was to receive isoniazid and the other placebo. 
Only the central office of the Public Health 
Service, which was serving as the administrative 
center for the cooperative project, knew which 
of the children were receiving isoniazid and which 
were receiving placebo. 

The groups were similar in age, sex and race. 
About 11 per cent of the children in both groups 
were in daily contact with a tuberculous patient 
for some part of the first year, and about the 
same percentage of both groups had at least 
occasional contact. 

Once a month during the first year of treat- 
ment and every three months during the second 
year, after treatment was stopped, the children 
were carefully examined for early signs of pro- 
gressive disease or complications. Whenever 
there was a change in any child’s condition, the 
physician, without knowing whether medicine 
or placebo was being taken, decided if the child 
was to remain in the study or was to be given 
specific treatment. 

X-rays were taken at specified intervals and 
collected in the central office in Washington 
where they were reviewed by a panel of 12 
physicians, chosen from among clinical investi- 
gators by their colleagues. No doctor reviewed 
films from his own clinic or had any other 
knowledge of the child, his clinical condition or 
treatment. When there was any evidence of an 
unfavorable condition, the child’s records were 
then referred to a six-man Complications Review 
Board for a final decision. 
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RESULTS 


When the first year of the study was finished 
and all the results analyzed, it was found that 
isoniazid had been more than 85 per cent effec- 
tive in preventing the complications that would 
have been expected to develop. A possibility 
existed, however, that the drug only postponed 
the development of complications and that they 
would appear in the second year after the children 
had stopped taking isoniazid. 

Fortunately, this possibility did not material- 
ize. All the children have now completed at least 
two years in the study: one year of pill-taking 
and one year of follow-up observation. It was 
found that 60 per cent more complications de- 
veloped in the second year among the group that 
had been taking placebo than did among the 
children taking isoniazid. Some of the children 
have finished their second year of observation 
after the year of pill-taking and, although the 
complications are too few to be significant, again, 
more were seen in the placebo group than in the 
isoniazid group. 


RISK OF COMPLICATIONS 


The Public Health Service study also gives 
valuable, new information about the risk of 
complications from primary tuberculosis among 
infants and young children. First, it was clearly 
demonstrated that the risk is related to both 
the child’s age and the extent of disease. Among 
infants less than 1 year of age who were reactors, 


PAUL A. PAMPLONA, o.p. is chief of the Program Services Section, 
USPHS Tuberculosis Program, a post he has held since 1952. A native of 
Rio de Janeiro, he received his medical degree from the University of Brazil 
and a Master of Public Health degree from Yale University. Prior to enter- 
ing the Connecticut school, he was staff physician in a Rio de Janeiro tuber- 
culosis hospital. After receiving his USPHS commission in 1945, Dr. Pamplona 
served three years as tuberculosis control officer, San Antonio, Tex. From 
1948 to 1952, he was medical officer in charge on the PHS tuberculosis sur- 
vey teams. Dr. Pamplona holds the rank of medical director. 
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the risk of developing extrapulmonary com- 
plications within two years after diagnosis was 
one in 11. This risk increased to one in eight if, 
in addition, there was x-ray evidence of hilar 
and/or paratracheal involvement, and one in 
six if there was evidence of parenchymal involve- 
ment. Among children from 1 to 4 years of age, 
the risk was substantial only when there was 
roentgenographic involvement, Table 1. 


Prophylactic Use of Isoniazid 


On the basis of these findings, the Public 
Health Service is making the following minimum 
recommendations for the prophylactic adminis- 
tration of isoniazid to prevent extrapulmonary 
complications of primary tuberculosis: 


ALL INFANTS UNDER 1 YEAR OF AGE 
WHO REACT TO THE TUBERCULIN TEST, 
AND ALL CHILDREN FROM 1 TO 4 YEARS 
OF AGE WHO HAVE, IN ADDITION, X-RAY 
EVIDENCE OF PRIMARY TUBERCULOSIS 
SHOULD BE GIVEN 5 MG. OF ISONIAZID 
PER KILOGRAM OF BODY WEIGHT EVERY 
DAY FOR ONE YEAR. 


In addition to practically eliminating the risk 
of developing complications of primary tubercu- 
losis among children in these age groups, there 
is some evidence that a year’s prophylactic ad- 
ministration of isoniazid may also guard against 
adolescent reactivations. This hope is based on 
the fact that, although the number of children 
in both groups who developed complications 
became progressively smaller each year after the 
pill-taking was stopped, a considerably larger 
percentage of complications have been observed 
in the placebo group. Nevertheless, it will take 
Many years of continued study before this possi- 
bility can be confirmed. 

In many areas of our country today, new cases 
are being found and there are still deaths from 
tuberculosis, but the disease is no longer the 
threat it used to be. In these circumstances, a 
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physician may have to tuberculin test quite a 
number of infants and young children before he 
finds one who reacts, since the risk of exposure to 
infectious cases has diminished. 

When a tuberculin reactor who is less than 4 
years old is found, two things are apparent. First, 
he may be at high risk of developing extra- 
pulmonary complications of primary tubercu- 
losis—a risk that can be avoided if the recom- 
mendations for isoniazid prophylaxis are followed. 
Second, because of his age, his exposure to active 
tuberculosis must have been comparatively re- 
cent. By examining the parents and other family 
associates, paying particular attention to any 
grandparents, other older relatives and friends 
of the family who visit frequently, the source 
case may be discovered and rendered nonin- 
fectious. It may also be possible to identify other 
young children in the family group who are 
infected and at high risk. 

Prior to the advent of INH, to ask the prac- 
ticing physician to look for tuberculin reactors 
among children less than 4 years old may have 
been unrealistic. With the knowledge available 
today this is no longer the case—the practitioner 
now has a real opportunity to prevent a serious 
medical problem. 


TABLE 1. 
Risk* of Extrapulmonary Complications 
Among Untreated Children 


Risk by Type of X-ray 








Risk with Involvement 
Age No X-ray Hilar and/or 

Involvement Paratracheal Parenchymal 
Lessthan1 1 in30 1in8 1in6 
lto4 _ lin 14 


1 in 36 


*During two years following diagnosis. 


Average 
Risk 


lin1l 
1 in 26 


**The risk among the tuberculin positive children aged 1 to 4 with 


“essentially negative”’ x-rays was one in 95. 
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In the practical therapeutics series is included a 
group of short articles in this and next month’s 


issues on the methods used for the early detection 
of cancer in various parts of the body. We have 
taken the liberty of defining therapeutics in its 
broadest sense in these articles. 

Actually, the best therapy for cancer is its early 
detection, because it is only in the early cancerous 
stages where a great deal can be accomplished and 
cures effected. 

This is a practical group of articles. They show 
the physician how cancer detection can be made an 
office procedure.— MEDICAL EDITOR 





The Cancer Detection Examination 


WALTER E. O’DONNELL, .p., 
LOUIS VENET, M.D., 
AND EMERSON DAY, M.D. 


do these words suggest the availability to the 
practitioner of new or dramatic techniques for 
diagnosis or treatment of the second leading cause 


~ of death in the United States. 


The most important ingredients for effective 


| | a cancer control today, at the individual or com- 
pa munity level, still remain the doctor in his office 
# and his patient—both not merely content to rule 
77 IN RECENT YEARS there has been a rash of opti- out cancer at the first signs or symptoms of the 
. mistic talk about cancer which would have been disease (early diagnosis), but motivated beyond 
RY unthinkable a decade or two ago. Buoyant phrases that to look for its earliest beginnings by means 
4 such as crash program, chemical cures, vaccines, of a periodic general check-up in the face of ap- 
f blood tests, break through, etc., have been freely parent good health (cancer detection). 

4 used in reference to the problem. In all such in- The concept of cancer detection can best be 
2 stances the words reflect hope; in many, promising outlined by answering the following questions: 
4 leads from basic research; in some, the first tenta- 1. Why should the general practitioner be in- 
; tive fruitsof years of clinical investigation. Rarely terested in cancer and cancer detection? 
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2. What is the purpose of the cancer detection 
examination? 

3. Who should be examined? 

4. What equipment is needed? 

5. What should the examination consist of? 

6. What is likely to be found? 


Incidence and Mortality by Major Site 


The General Practitioner and Cancer 


Cancer and cancer detection should concern 
the general practitioner for the following reasons: 
1. As our population ages, cancer is becoming 
an increasingly frequent cause of illness and death. 





Incidence Mortality 

Total Female 227,000 118,500 
Per Cent Per Cent 

of Total of Total 
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Mortality 
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It is a major health problem in this country 
(Figures 1 and 2). 

2. More and more people are asking for “‘check- 
ups” and probably the biggest worry of these 
presumably healthy people is cancer. The doctor 
should know what constitutes an adequate ex- 
amination and how to perform it in his office. 

3. In the fight against cancer, as in most other 
health problems, the general practitioner is in the 
front line. It is he who ultimately determines the 
length of the interval between the onset of disease 
and the first definitive treatment. 

4. A good cancer detection examination is pos- 
sible and practical in the doctor’s office. A mini- 
mum of additional equipment and training is 
required. 


Purpose 


The purpose of cancer detection examinations 
is to: (1) identify premalignant lesions for pro- 
phylactic removal or care, this is true cancer 
prevention; (2) detect presumably early cancer, 
and (3) bring about the treatment of cancer in a 
potentially curable state. 


Selection of Patients 


It is not practical, possible or necessarily de- 
sirable to examine all persons for the possible 
presence of cancer—let alone make provision for 
it on a repetitive basis. 

Some selectivity and discretion therefore must 
be exercised and here the disposition or inclina- 
tion of the physician will be the determining 
factor. A few guideposts can be pointed out, how- 
ever, for modification to individual needs as 
necessary. 

In general, age and sex are most commonly 
used. A reasonable recommendation is to examine 
men, 40 years of age and over, and women, 30 
years of age and over. In addition, the influence 
of certain predisposing factors (occupational ex- 
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TABLE 1. 




















Predisposing Premalignant 
Site Factors Conditions 
Skin *Exposure to Sunand *Burn Scars 
Elements 
*Fair Complexion *Arsenic Keratosis 
*Radiation Exposure *Senile Keratosis 
*Burns *Leukoplakia 
*Exposure to arsenic, *Junctional Nevus 
tar, petroleum 
products, etc. *Compound Nevus 
*Xeroderma Pig- 
mentosum 
*Cutaneous Horns 
*Bowen’s Disease 
Oral Cavity *Tobacco (Especially *Leukoplakia 
Pipe or Cigar) 
Pharynx *Alcohol (Heavy) *Plummer- Vinson 
Syndrome 
Esophagus *Nutritional Deficiency 
Tongue *Tobacco (Pipe or *Leukoplakia 
Cigar) ‘9 
*Alcohol (Heavy) *Syphilitic Glossitis ' 
“Syphilis *Nutritional 
Deficiency { 
Se ee eke ey ; 
Larynx *Tobacco (Especially *Leukoplakia 
Pipe or Cigar) 
*Alcohol (Heavy) 
Lung *Tobacco (Cigarette) *Cytologic Atypias 
*Air Pollution *Bronchial Adenoma 
*Occupational Inhalant 
Exposures 
Chromate 
Asbestos 
Nickel 
Beryllium 
Radioactive Ore 
and Gas 
Stomach *Diminished or Absent *Gastric Ulcer 
Gastric Acidity *Polyps 
*Pernicious Anemia *Atrophic Gastritis 
Liver *Parasites *Cirrhosis 
*Nutritional *Hemochromatosis 
Deficiencies 
Gallbladder *Gallstones *Adenomatous Polyps 
Rectum *Familial Multiple *Mucosal Hyper- 
and Colon Polyposis plasia 
*Ulcerative Colitis *Adenomatous 
Polyps 


(Continued on following page) 














TABLE 1. (Continued from preceding page) 





























Predisposing Premalignant 
Site Factors Conditions 
Bladder *Occupational Hazards, *Leukoplakia 
e.g., Aniline Dyes 
*Papillomas 
*Tobacco 
*Schistosomiasis 
Male *Lack of circumcision *Cryptorchidism 
Genitalia *Poor penile hygiene *Erythroplasia of 
Queyrat 
*Phimosis *Bowen’s Disease 
*Leukoplakia 
Uterus 
Cervix *Uncircumcized *Chronic Cervicitis 
Husband 
*Early Marriage, *Leukoplakia 
Many Children 
*Radiation *Cytologic Atypias 
Endometrium *Syndrome of *Endometrial 
Obesity Hyperplasia 
Infertility *Endometrial Polyps 
Diabetes 
Hirsutism 
*Ovarian Cortical 
Stromal Hyperplasia 
*Granulosa Theca 
Cell Tumor 
*Stein-Leventhal 
Syndrome 
*Radiation 
Vagina *Radiation *Leukoplakia 
Vulva *Kraurosis 
Breast *No Marriage *Chronic Cystic 
Mastitis 
*No Pregnancy *Intraductal 
Papilloma 
*No Nursing 
Blood *Radiation *Polycythemia 
*Toxic Chemicals Rubra Vera 
Thyroid *Radiation *Nodule (Adenoma) 
*Iodine Deficiency 
*Goitrogenic Sub- 
stances 
Bone *Radiation *Paget’s Disease 





*Carcinoma in Situ is not listed as a premalignant condition. THIS 
Is ALREADY CANCER. 
*The following are sometimes associated with internal cancer: 
Dermatomyositis 
Acanthosis nigricans 
Migratory thrombophlebitis 
*The predisposing factor of HEREDITY is not included since its role, 
though likely in certain sites, requires much definition and clarifica- 


tion. 
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posures, habits, customs, etc.) in bringing about 
a higher risk of cancer must be kept in mind. 
Finally, the existence, now or in the past, of cer- 
tain so-called precancerous conditions or a history 
of cancer should serve to single out an individual 
for particular attention. 

Table 1 includes those predisposing factors or 
premalignant conditions for which there is at 
least reasonable supporting evidence or about 
which thereremains controversy. Noclaim is made 
that this list is all-inclusive or definitive. Many 
will question the presence or absence of certain 
items. It does, however, serve as a basis for 
illustration and discussion. 


Equipment 


Most of the equipment needed to conduct a 
good cancer detection examination is readily avail- 
able in the average doctor’s office (Figure 3). 


Examination 


The examination itself represents merely a 
rather specialized or single-purpose aspect of 
what is becoming a widespread health habit in this 
country—the annual check-up. 

The basic routine outlined in Table 2 can be 
changed in keeping with the interests and needs 
of the practitioner and his patient. 

The yield of cancer, resulting from periodic 
examinations in a large asymptomatic popula- 
tion, has been reported from the Strang Cancer 
Prevention Clinic, Memorial Center. This ex- 
perience indicates that the cancers detected are 
predominantly at sites which are readily accessible 
to the physician. In the male, cancers of the 
rectum-colon, skin, lung, prostate and lymphoma 
predominate. In the female, cancers of the breast, 
female genital organs, rectum-colon, skin, thyroid 
and lymphoma may be anticipated. 

In a recent review of 300 unselected cases of 
cancer detected as a result of the Strang Clinic 
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Office Equipment for Routine Cancer Detection Examination 


Examining Table 


Finger Cots 





Rubber Gloves 
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TABLE 2. 


The Cancer Detection Examination 





HISTORY 
History of cancer or precancerous conditions in patient or blood 
relative 
Factors, intrinsic or extrinsic, known to predispose to cancer 


System review, emphasizing symptoms and sites of high cancer 
potential 


PHYSICAL 
Skin and soft tissue Genitalia 
Head and neck Pelvic examination 
Breasts Rectum (Sigmoidoscopy) 
Lungs Node-bearing areas 
Abdomen 

LABORATORY 


Hemoglobin and/or hematocrit 
WEC and differential 
Urinalysis 

Chest x-ray 

Vaginal and cervical smears 
Tubeless gastric analysis 

Stool guaiac 





This outline represents a good routine examination. Additions, 
particularly in the field of diagnostic laboratory tests, may be added 
on the basis of leads arising from the history and physical findings. 


Symposium 
on the Diagnosis and Management 
of Early Cancer 


examination, the over-all importance of the role 
of the physician in the detection of cancer was 
again emphasized. This review revealed that the 
suspicion of cancer of the accessible sites is initiated 
over 90 per cent of the time by methods readily avail- 
able in the private office. These methods are: 
(1) Complete history and physical examination 
including proctosigmoidoscopy. (2) Simple labo- 
ratory studies such as hemoglobin, white blood 
cell count and differential smear, urinalysis, chest 
X-ray examination and vagino-cervical smears. 
This emphasizes the key role which can be played 
by private physicians in everyday practice. 








Cancer of the Head and Neck 


HOLLON W. FARR, M.D. 


Assistant Attending Surgeon, Head and Neck Service 
Memorial Center, New York 


Tumors of the skin and soft parts of the head and 
neck, sinuses, mouth, pharynx and larynx are a 
challenge easily met by complete office physical 
examination; yet this highly productive area for 
cancer detection is often not comprehended or is 
left in the hands of specialists. The rate of cure, 
and the morbidity and deformity of treatment 
are directly related to the stage of disease when 
seen by the first physician. Cancer of the mouth 
has an average five-year cure-rate of 33 per cent, 
but the early relatively asymptomatic lesion un- 
der 2 cm. in size has a cure-rate of 67 per cent. 
Melanoma of the head and neck has the sur- 
prisingly high five-year cure of 50 per cent, per- 
haps due to earlier removal of pigmented lesions 
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here for cosmetic reasons. Lymphoma, primary 
in this region, also has a 50 per cent five-year 
cure. Early epidermoid carcinoma of the extrinsic 
larynx or pharynx without node involvement can 
be controlled in almost 50 per cent of cases. Early 
carcinoma of the vocal cord has a 92 per cent 
cure-rate without loss of voice. Basal cell epi- 
thelioma of the skin is controlled in almost 95 
per cent of cases, but if allowed to invade mucous 
membrane, cartilage or bone becomes aggressive 
and hard to eradicate. 


Errors Contributing to Delay 
of Cancer Detection 
FAILURE TO CONSIDER CANCER FIRST 


Any persistent skin lesion, mucosal ulcer, bleed- 
ing or discomfort warrants careful inspection and 
biopsy. Cultures and serology are of secondary 
importance; cancer is 500 times more common 
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FIGURE 1. Instruments for examination of head and neck cancers. 


here than syphilis or tuberculosis. The biopsy 
should be a rapid, simple office procedure, not a 
complicated and expensive hospital ordeal. 
Ideally performed by the man best qualified to 
render complete care, it is better done by the 
first physician to see the lesion if delay by the 
patient or the logistics of referral so require. 
Topical anesthesia and local novocaine with ad- 
renalin (if condition permits) minimize pain and 
bleeding; suture is rarely necessary. It is better to 
establish the diagnosis by biting forceps with mini- 
mal trauma and plan treatment before embarking 
on therapy. The sole exception is melanoma which 
requires excisional biopsy. 


FAILURE TO INSERT A FINGER OR MIRROR 
IN THE MOUTH 


The pernicious trial of penicillin and mouth- 
wash without examination of a sore throat is to 
be condemned. Tonsillitis is rare in the adult; 
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rarer still if unilateral. Ninety per cent of mouth 
or pharynx cancer can be readily felt with a finger 
as a hard mass or plaque (Figure 2a). Persistent 
discomfort which cannot thus be explained de- 
mands endoscopy and barium esophagram. 
Effective use of the laryngeal mirror requires 
practice. A set of various sizes is needed. Grasp 
the tongue gently with gauze, rolling it out flat 
on a finger. Steady the mirror handle on the cor- 
ner of the mouth, do not touch dorsum of tongue 
or tonsils. Slowly push the uvula up with mirror 
at 45° angle. Direct the patient to say, “Eh’’! 
rather than “EEE’’! and to take deep sighs to 
open the larynx (Figure 2b). Examine the naso- 
pharynx by depressing the tongue and inserting 
a small mirror behind the uvula, asking the pa- 
tient to breathe through the nose. The headlight 
has long replaced the antique headmirror, for it 
plugs in any wall outlet and yields many times 
the candlepower and convenience (Figure 2c). 
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TYPES OF CANCER OF THE ORAL REGIONS 





a Epidermoid carcinoma of the floor of the mouth. II. Epidermoid carcinoma entering orbit, nasal cavity and 
mouth, actually arising in the maxillary sinus. V 











III. Basal cell carcinoma of skin, typically umbilicated and IV. Pigmented basal cell carcinoma, but handled as melano- 
pearly. ma by wide excisional biopsy. 
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V. Epidermoid carcinoma of tongue in association with 


VII. Epidermoid carcinoma of lip. 
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leukoplakia. 
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VI. Lymphosarcoma of tonsil, a submucosal flesh-of-fish 
nonulcerated swelling. 


FAILURE TO IDENTIFY AND PROPERLY HANDLE 
A LUMP IN THE NECK 


Open biopsy of a mass in the neck is a measure 
of last resort, an error comparable to excision of 
an axillary node in a woman without examining 
her breast, missing the primary tumor, scarring 
a surgical field, simply contributing to expense 
and delay. 

Trial by use of penicillin or “‘judicious neglect”’ 
can be even worse. 

The following procedure is recommended: 

1. Locate the mass accurately in the structures 
of the neck, palpate both sides for comparison, 
distinguishing lymph nodes from salivary glands, 
thyroid, cyst or lipoma (Figure 2d). Peroral pal- 
pation can detect calculus or tumor within the 
salivary glands. 

2. Thoroughly examine the mouth, pharynx, 
larynx and thyroid; a lump in the neck may be 
lymphoma, but more often is metastasis from an 
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inner small primary cancer and both must be 
recognized and treated as a unit. 

3. Only last, and when necessary, perform ex- 
cisional biopsy, complete removal of the mass 


with available frozen section for immediate con- | “! 
version to a more radical operation if indicated. As 
There is no safe laboratory test for masses in Mi 
the thyroid in our experience other than complete 
thyroid lobectomy, a solitary nodule being malig- 
nant in 12 per cent and multiple nodules ma- 
lignant in 18 per cent of our cases. A mass or § BI 
goiter in a child is malignant in 50 per cent of we 


our cases. th 

Similarly, a salivary mass should be referred cli 
for surgical excision of the gland with nerve tw 
dissection, not simple enucleation. With this | C 


principle the local recurrence rate of mixed tu- ur 
mors is now below 5 per cent. ca 
Epidermoid carcinoma is the common cancer th 


(80 per cent) arising in mucous membranes of ff be 
the mouth, pharynx and sinuses, and is no more 
difficult to recognize here than in the cervix. In c0 
the mouth, leukoplakia may slowly progress to cu 
carcinoma in situ; there is a male predilection aX 
(80 per cent), a strong history of smoking (95 th 
per cent) particularly pipes and cigars, and ahigh § th 
index of alcoholism (30 per cent). Syphilitic at 
glossitis, poor hygiene and malnutrition play a ay 
part. 

Leukoplakia must be distinguished from inno- D 
cent trauma and certain dermatologic entities, 
such as pemphigus, lichen planus and herpes. 
Biopsy will often solve the problem and is man- th 
datory where ulceration is present. Leukoplakia m 
responds to prohibition of smoking, broad-vitamin rn 
therapy (no specific known) and excision or ar 
fulguration of persistent areas. Early cancer found ay 
on routine examination of this accessible region to 
has a gratifyingly high rate of cure. 








2d 


4 FIGURE 2. Techniques used to diagnose cancer of head and ‘ 
neck, 





FIGURE 2. 
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Detection of Breast Cancer 


ARTHUR I. HOLLEB, m.p. 


Assistant Attending Surgeon, Breast Service 
Memorial Center, New York 


BREAST CANCER is the most common cancer in 
women. About 23,000 American women die of 
this disease annually. The incidence begins to 
climb after the age of 35 and reaches one peak be- 
tween ages 45 and 50 and another peak after 65. 
Cancer of the breast has been reported in women 
under 20, but only about 10 per cent of breast 
cancer occurs under the age of 35. Though small, 
this group is significant because the disease may 
be complicated by pregnancy. 

It is well known that the patient with cancer 
confined to the breast has a better chance of 
cure than the patient who has metastases to the 
axillary lymph nodes. It is also established that 
the size of the lesion relates to cure. It behooves 
the physician therefore to discover breast cancer 
at the earliest time possible and to recommend 
appropriate therapy without delay. 


Distribution of Lesions 

Almost one-half of all breast cancers occur in 
the upper outer quadrant and the disease appears 
more frequently in the left breast than in the 
right. Breast cancer, however, may originate at 
any site from the parasternal region to the mid- 
axillary line and from the supraclavicular area 
to inframammary fold. 


Symptoms and Signs 
The most common finding is the presence of a 


Painless lump in the breast, but the presence of 
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pain does not rule out the possibility of a malig- 
nant tumor. In early breast cancer the only find- 
ing may be a mass unassociated with the classic 
signs of cancer usually described in medical text- 
books. When the classic signs are present, one is 
not dealing with the earliest stage of disease. 

In addition to the mass, the examiner may 
note overlying skin or nipple retraction, redness 
due to cutaneous involvement, erosion of the 
nipple due to Paget’s disease (which is almost 
invariably associated with an underlying duct 
carcinoma), and nipple discharge which may be 
watery, serous or bloody. 

In evaluating a breast mass, emphasis should 
be placed on: consistency, fixation to surrounding 
breast tissue or overlying skin, and lack of sym- 
metry. When in doubt regarding the clinical sig- 
nificance . . . and who has not had doubts about 
irregular areas in the breast .. . it is wise to 
recommend surgical consultation as an aid in 
diagnosis or a repeat examination within two 
weeks if the patient is immediately premenstrual. 


Diagnostic Tests 

The examiner should be cautious about pre- 
dicting the pathologic diagnosis of the extremely 
small mass in the breast. Only biopsy and micro- 
scopic examination will ultimately determine the 
soundness of the physician’s clinical impression. 
Aside from biopsy, there is no laboratory test 
which can provide a reliable diagnosis. Recently, 
x-ray studies of the breast are said to have been 
of some help in locating nonpalpable areas which 
required excision, but the method requires fur- 
ther investigation as a screening procedure. Cyto- 
logic examination of nipple discharge has not 
been rewarding, as a “‘negative’’ does not rule 
out carcinoma. 
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Technique of Breast Examination 
PHYSICIAN’S ROLE 


Over 90 per cent of breast cancer is discovered 
by the patient without medical assistance. A 
systematized examination of the breasts during 
periodic complete examination will improve the 
rate of detection of early breast cancer by physi- 
cians and will result in a higher cure-rate. 

A rapid passing of the hands over the surface 
of the breast with the patient in a sitting position 
will often miss lesions of considerable size and 
will give the examiner a rather meager impres- 
sion of the character of the breast structure. Not 
only will cancer remain undiscovered, but the 
physician will be unable to prepare suitable rec- 
ords for subsequent comparative examinations. 

The routine breast examination should be sys- 
tematized so that the complete extent of breast 
tissue is palpated. At least two positions are re- 
quired for the patient—erect and supine. If a 
mass is discovered, additional techniques may 
be needed. The procedures recommended are 
relatively standardized, but may be modified in 
sequence according to the preference of the indi- 
vidual examiner. The three anatomic sites to be 
investigated are: (1) the supraclavicular regions, 
(2) the breasts (including nipples and areolae) 
and (3) the axillas. The initial phase consists of 
inspection and palpation. 


THE SUPRACLAVICULAR REGIONS 


The examiner should palpate methodically the 
upper, middle and lower cervical lymph node 
chains and give special attention to the area 
above the clavicle. The latter area is a frequent 
site of metastasis from primary breast cancer and 
the metastatic nodes are often located just above 
the most medial portion of the clavicle. 


THE BREAST 


The patient is seated directly facing the ex- 
aminer. Lighting must be adequate. 
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Inspection. With the patient’s arms resting at 
her sides the physician carefully examines the 
contour of the breast beginning at the axillary 
fold and extending to the midline (Figure 1a), 
Areas of flattening of the normal curve, bulges 
and skin dimpling are noted. 

The patient is then asked to raise her arms 
toward the ceiling and reach as high as she can. 
The same visual examination is performed and 
similar findings noted. Elevation of the arms will 
not only expose the extreme lateral portions and 
the undersurface of the breast but the maneuver 
itself will often emphasize surface flattening and 
make skin dimpling more pronounced (Figure 
1b). At times a normal appearing breast will show 
marked abnormalities when the arms are ele- 
vated. The skin is examined for the presence of 
redness, edema (orange-peel appearance) and 
venous dilatation. 

The examiner should compare the level of the 
nipple on each side and note elevation. Surface 
changes such as ulceration or superficial erosion 
are looked for. It is of special importance to note 
directional changes in the axis of the nipple—the 
nipple is often pulled toward the tumor. The 
nipple “‘pointing’”’ to the breast cancer may be 
the first change noted on inspection and may help 
in focusing attention on a specific breast quad- 
rant during the course of palpation. 

Palpation. A routine breast examination should 
not be done when the patient is immediately pre- 
menstrual since engorgement may preclude ade- 
quate evaluation of findings. 

Although palpation is best done with the 
patient supine on the examining table, there is 
no contraindication at this stage of the examina- 
tion to perform palpation while the patient is 
sitting before you. It is important to remember 
to elevate the patient’s arms during palpation to 
distribute the breast tissue over the chest wall. 
The examiner should not rely entirely on the 
findings in the erect position. Examination must 
also be carried out with the patient supine. 
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When the patient is lying on the table she is 
asked to place both hands under her head and 
to let her elbows lie flat. If the breast is pendu- 
Jous it is helpful to place a small pillow beneath 
the shoulder on the side to be examined so that 
the breast tissue becomes more evenly distributed 
and less redundant laterally (Figure 1c). 

The examiner palpates gently by using four 
fingers and a slightly extended hand. The motion 
may be rotary or transversely linear; all of the 
breast tissue must be included in the examina- 
tion. One method begins in the medial half of 
the breast at the infraclavicular area and extends 
inferiorly to the inframammary ridge. The areolar 
region is then palpated followed by the lateral 
half of the breast. Special attention should be 
given to the upper outer quadrants where breast 
cancer is most commonly found. 

During the course of palpation one notes the 
general character of the breast tissue—e.g., 
smooth, granular, nodular, etc. If a mass is en- 
countered, the size, configuration, consistency 
and fixation to skin, breast tissue or pectoralis 
fascia are determined. By placing the thumb and 
index finger on either side of the mass and gently 
compressing the intervening skin one may elicit 
skin dimpling in some patients with carcinoma 
(Figure 1d). At times only a flattening or sense 
of resistance is noted. 

With the patient in a sitting position, skin 
dimpling may also become apparent when the 
breast is elevated with the examining hand or 
when the pectoral muscles are contracted. The 
latter maneuver is performed by asking the pa- 
tient to press her hands against her hips. The 
axis of the areolar margin is then gently pressed 
by the index finger to determine the presence of 
nipple discharge. The nipple is then placed be- 
tween the index finger and the thumb and gen- 
tle pressure applied, to elicit discharge, deter- 
mine elasticity and fixation at the base. 

_ Transillumination. Having discovered a mass 
In the breast or nipple discharge, the physician 
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FIGURE 1. Techniques used in breast examination. 
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may obtain additional information by shining a 
concentrated beam of light through the breast 
in a darkened room. This procedure will often 
determine the character of a mass, i.e., solid or 
cystic with translucent fluid. It will also aid in 
locating a dilated terminal duct in the patient 
with nipple discharge. 


THE AXILLAS 


To examine the axillas, the examiner, facing the 
patient, supports the patient’s arm with his own, 
abducts the patient’s arm and places the examin- 
ing hand flat against the chest wall and as high 
in the axilla as can be reached. The fingers press 
against the chest wall and rotate gradually ex- 
tending caudad (Figure 1e). 


Breast Self-Examination 
PHYSICIAN AND PATIENT ROLE 

About ten million women in the United States 
have seen a movie prepared by the American 
Cancer Society which teaches the technique of 
self-examination of the breast. The film is being 
distributed to encourage earlier diagnosis of 
breast cancer and in recognition of the fact that 
the patient herself more frequently discovers a 
breast mass totally unaided. 


The position for self-examination is similar to 
that used by the physician. The patient is supine 
and a small pillow is placed under the right 
shoulder. The left hand is brought across the 
chest wall and with the flat of the fingers the 
entire right breast is palpated quadrant by quad- 
rant. The procedure is then repeated for the left 
breast. 

The patient is also instructed to sit before her 
mirror and view her breasts with arms at her 
sides and with arms elevated. She is advised to 
look for the signs mentioned earlier. 

The teaching of self-examination is best done 
in the physician’s office immediately after physi- 
cal examination reveals no significant findings. 
The physician can point out the areas of normal 
thickening such as the inframammary ridge and 
other details to avoid an alarm reaction when 
self-examination discloses thickening which is not 
clinically important. 

It is advisable for the physician to carefully 
select the patients who are to be taught the 
technique of self-examination. The emotionally 
overwrought and the unintelligent are not suit- 
able candidates. The patient should be advised to 
examine herself only once a month and at a time 
in her menstrual cycle when the breasts are not 
engorged or tender. 
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Early Diagnosis of Lung Cancer 


WILLIAM G. CAHAN, M.D. 


Associate Attending Surgeon, Thoracic Service 
Memorial Center, New York 


THE EARLY DIAGNOSIS of lung cancer can be 
made only if one suspects its presence. This sus- 
picion can be aroused by symptoms or by finding 
an equivocal shadow in a chest x-ray. 


Symptoms 


In either of these basic situations, the method 
of establishing the presence or absence of lung 
eancer should proceed in an orderly fashion. In 
such an analysis, many details contribute to a 
final clinical impression. For example, during the 
necessarily complete history and physical exam- 
ination, it is worth while to note carefully any 
chronic exposure to inhalable irritants. Nowa- 
days, when a patient over 45 years of age gives 
a history of having smoked more than a package 
of cigarettes a day for over 20 years, automatic- 
ally one should begin to be interested in the 
possibility of the effect of the irritant. In like 
fashion, the patient’s environment should also be 
scrutinized and a note made of long-standing 
contact with fumes, chemical or gaseous exhausts 
and sources of radioactivity, etc. Old or recent 
influenzal-like episodes and especially so-called 
“atypical pneumonias,” are of particular perti- 
nence. Some of these are cancers masquerading 
as pneumonitis and are too often treated as such 
until far-advanced cancer is apparent (Figure 1). 


TYPES OF COUGH 


“Cigarette Cough.” It is not enough to know 
simply that a cough is present. Its duration and 
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FIGURE 1. X-ray showing left upper lobe shadow treated as 
“atypical pneumonia” with many varied antibiotics. This 
proved to be carcinoma of the lung. 





productivity are of importance also. A so-called 
“cigarette cough”’ by its very prevalence tends to 
be regarded as a normal condition and such a 
patient is called “asymptomatic.” As a term, it is 
loosely used to cover a wide variety of respiratory 
irritations. For the most part, it is a cough ini- 
tiated by the first or second cigarette of the day 
and may be dry or productive of a little whitish 
material composed of saliva or sputum. The 
cough for the rest of the day is usually dry and 
has become so accepted by the patient that he 
may not even be aware of its presence. The 
spouse of such individuals will often be able to 
describe the cough better than the individual 
himself. It is of particular significance to note any 
change in the character of the cough, as to whether 
it is more frequent and/or more productive of 
sputum. Not only may the quantity of the spu- 
tum alter, but the actual physical characteristics 
may change from a thin, white, watery material 
to a viscid substance that can be yellow, green, 
black-flecked or gray. Blood flecking may actu- 
ally be present also. It is believed by many work- 
ers who look back upon the history of the natural 
development of squamous carcinoma of the lung 
that this transition from a chronic, mild, irrita- 
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tive type of cough to the more worrisome form 
may well reflect a subtle change in the bronchial 
mucosa and perhaps represents the alteration to 
cancer itself. 

Cough in Previously Noncoughing Subject. The 
other type of cough that should stimulate interest 
in the possibility of lung cancer is that occurring 
in a previously noncoughing subject, which per- 
sists and progresses for more than three or four 
weeks. Most of these will be episodes that are 
easily attributable to upper respiratory infec- 
tions. However, in those subjects over 40 years 
of age the possibility of a neoplasm rather than 
an infection must be entertained. 


OTHER SYMPTOMS 


By this emphasis on cough, it is not our inten- 
tion to neglect other possible symptoms which 
indeed might antedate or overshadow the cough 








FIGURE 2. Patient had routine chest x-ray with finding of 
shadow in the right lung. X-rays taken four years before re- 
vealed the identical shadow unchanged. At present, the shadow 
has shown no alteration. 
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itself. These include chest pain, which can often 
resemble that of cardiac or pleuritic origin, 
anorexia, migratory bone and joint pain, weight 
loss and dyspnea. In fact, lung cancer can be 
called the “‘great masquerader.”’ 


Diagnostic Procedures 


In a patient suspected of having lung cancer, 
there are two “do’s” and one “don’t” that may 
accelerate the diagnosis. The first “do” is to give 
the patient who is raising sputum a 3 or 4 oz. 
bottle half-filled with 50 per cent isopropyl al- 
cohol. He is instructed to deposit the product of a 
deep cough into this bottle. It should be men- 
tioned that the patient’s concept of sputum, 
saliva or hawked postnasal drip varies, and it is 
worth while to stress the difference, perhaps even 
giving a demonstration of a deep cough. The 
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patient is then instructed to carry the bottle with 
him for the purpose of depositing any true 
specimens he may raise during the day. If the 
best and most productive sputum is that raised 
on arising, the bottle should be placed at the 
bedside table for this purpose. When two good 
representative sputum specimens have been de- 
posited in the alcohol, it can be examined by a 
cytologist. A negative finding, of course, does not 
mean the absence of cancer. But if a positive re- 
port is forthcoming, acceleration of the patient’s 
care is possible. 

The second positive action is to obtain an x-ray 
of the chest. The usual posteroanterior view 
should be accompanied by a right or left lateral 
view, as well, to uncover those lesions sometimes 
hidden by the cardiac shadow. 

The “don’t” is to subject a patient with a sus- 
picion of lung cancer to isolated fluoroscopy as a 
method of diagnosis and screening. This means 
the use of fluoroscopy alone to review the con- 
tents of the chest. Unfortunately, it is a common 
practice and the reassurance gained by a seem- 
ingly negative image is often inaccurate. There 
are other vices associated with this method which 
far outweigh its purported value of economy and 
convenience. For example, often it is not pos- 
sible, in a busy practice, to allow the eyes to be- 
come fully accommodated before fluoroscoping, 
and small lesions may escape detection. By con- 
trast, the x-ray film affords an opportunity for 
deliberation, and what is more important, pro- 
vides a tangible record for future references (Fig- 
ure 2). In addition, the amount of radiation 
exposure from having an x-ray film is 1/10th to 
1/100th that of isolated fluoroscopy of the chest. 


Shadow in the Lung 


Finding a shadow in the lung of a patient with 
symptoms requires aggressive action until its 
nature is resolved. The same is true of shadows 
that are asymptomatic. These are being found in 
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FIGURE 3. Sputogenic machine. 


increasing numbers because of the widespread 
use of chest surveys by various industrial con- 
cerns, armed forces, tuberculosis associations 
and cancer detection clinics. The fact that they 
are asymptomatic must not be interpreted as 
necessarily meaning that they are nonlethal. In 
such a situation, any previous films should be 
obtained for comparison to determine whether 
the shadow is of long-standing or a new arrival. 
Moreover, if the shadow warrants, efforts to ob- 
tain help from exfoliative cytology are made. 


“Sputogenic Machine” 


The truly asymptomatic patient has no cough 
and no sputum. Recently a machine has been de- 
vised which will produce sputum in most in- 
dividuals in a simple and harmless fashion 
(Figure 3). It has been nicknamed the “‘sputo- 
genic machine,” and the principle is to nebulize a 
warm solution composed of hypertonic saline and 
propylene glycol. This mist is inhaled by the pa- 
tient from one to 15 minutes. The bronchorrheic 
action of these chemicals and the mist itself soon 
result in a cough and sputum production. These 
specimens are very acceptable to the cytologist. 
In fact, in at least eight instances, it has been 
the only method of diagnosis of lung cancer where 
x-rays, spontaneous sputum and bronchial wash- 
ings have failed. 


Bronchoscopy 


The other aggressive action to be instituted in 
the presence of a shadow in chest x-rays is bron- 
choscopy. During this procedure one may obtain 
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a biopsy, but as earlier cancers are encountered, 
greater reliance has been placed upon bronchial 
washings as a method of detection. 

These measures together, namely spontane- 
ous sputum, sputogenic machine specimens and 
_ bronchial washings, plus bronchoscopic biopsy 
account for about 80 per cent of the preoperative 
diagnosis of existing lung cancer. The remaining 
20 per cent have to be diagnosed at the time of 
exploratory thoracotomy. This procedure has a 
very low morbidity and mortality rate of less than 
2 per cent. It has become increasingly accepted, 
in much the same fashion as an exploratory lap- 
arotomy, as a necessary method of solving the 
riddle of three dimensional enigmatic shadows. 

The resectability of lung cancer in some clinics 
is increasing because the cancer is being found 
earlier. Five-year survival rates for such patients 
are running as high as 35 to 40 per cent. If one 
accepts the fact, therefore, that excision is the 
best available method for the treatment of cancer 





of the lung, it is indeed obvious that the ear'ier it 
is discovered, the better the chance for cure. 


Family Physician’s Role 


The family physician is in the best possible po- 
sition to further this end. It is he who, having 
developed a high index of suspicion, raises the 
question early in the patient’s course as to 
whether lung cancer is present. He must avoid 
confining himself to trying different antibiotics in 
an attempt toclear symptoms or roentgenographic 
shadows under the assumption that they repre- 
sent an “atypical pneumonia.”’ If the answer is 
not quickly forthcoming by simple cytologic and 
roentgenographic studies the patient should be 
subjected’ to more intensive investigation. In 
short, symptoms and shadows that do not re- 
spond quickly and completely to his ministra- 
tions should immediately raise the question of 
cancer of the lung. 





Stomach, Small Intestine and Pancreas 


GORDON McNEER, M.D. 


Associate Attending Surgeon, 
Gastric and Mixed Tumor Service 
Memorial Center, New York 


FOR PRACTICAL consideration the symptoms 
which lead to a diagnosis of cancer of the stomach 
might be comparable te those producing cancer 
in any of the organs of the upper gastrointestinal 
tract, stomach, pancreas or small intestine. Be- 
cause of the frequency with which the pancreas 
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is involved by cancer and its intimate relation 
to the duodenum, this organ must be included in 
our discussion. 

As elsewhere in the gastrointestinal tract, the 
relationship between adenomatous polyps and 
carcinoma of the stomach seems to be well es- 
tablished. There is a significantly high frequency 
of gastric cancer among subjects with pernicious 
anemia. 

Gastric ulcer and carcinoma are probably en- 
tirely unrelated, though not infrequently giving 
rise to similar symptoms. 
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SYMPTOMS 


The practitioner must truly be a detective be- 
cause symptoms in the early case are rarely 
alarming. A distaste for certain foods previously 
enjoyed, a tendency to fullness after meals, in- 
creased belching and symptoms suggestive of 
ulcer, all may have serious import. If one waits 
for pain, vomiting, jaundice, anorexia and weight 
loss before making an x-ray investigation, he will 
usually be studying established or advanced 
cancer. No symptom is unimportant. The possi- 
bility of cancer must be suspected until proved 
otherwise in middle and old age subjects who 
present the mild complaints described above. 


PHYSICAL FINDINGS 


The patient must disrobe entirely. In the early 
case, physical findings are rarely observed on 
examination of the abdomen. Extreme gentleness 
must be employed in palpation of the upper ab- 
domen as the patient resists the forceful examin- 
ing hand and small masses may thus be missed. 
Enlargement of the liver per se by no means indi- 
cates metastatic cancer in the presence of estab- 
lished disease. Palpation of the supraclavicular 
areas for the presence of enlarged lymph nodes 
and a digital rectal examination are always indi- 
cated. Jaundice and a palpable gallbladder are 
usually observed in cases of pancreatic and duo- 
denal cancer. 


LABORATORY FINDINGS 


Blood. A quick estimation of the hemoglobin is 
always indicated; a low figure may be the only 
clue to tumors of the upper gastrointestinal tract. 

Gastric Analysis. Cancer of the stomach is 
more common in cases where hypochlorhydria or 
anacidity prevail. However, this examination 
offers only contributing information and should 
not be considered as a diagnostic tool. 

Stool. Examination of the stool for occult 
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blood is a simple procedure and should be part of 
every office examination for cancer. Visual ex- 
amination of casual stool on the gloved finger 
may reveal a black or reddish discoloration. A 
tarry stool may be the only indication of cancer 
of the ampulla of Vater or small intestine. 
Cytology. Cytologic examination of the gastric 
aspirate is indicated in all tumor suspects when 
x-ray studies are negative. It should not be em- 
ployed casually, but in the proper hands may 
contribute invaluable information in the obscure 
cases. The larger problem lies not in the histologic 
interpretation of slides, but in careful collection 
of the material by the technician. A good speci- 
men obtained by any of the established methods 
will offer reliable evidence of the presence or 
absence of disease in most cases. Application of 
this technique to those suspected of cancer of the 
pancreas has become increasingly rewarding of 
late, superseding x-ray examination in value. 


X-RAY EXAMINATION 


These studies should be performed by one ex- 
perienced in the techniques of x-ray study of the 
gastrointestinal tract. The finding of a small 
gastric ulceration is extremely important and 
must immediately place the practitioner on the 
alert. Many of these seemingly innocent lesions 
are small carcinomas parading as ulcers. There- 
fore, if immediate surgery is not recommended, 
the patient should be hospitalized and placed on 
an antiulcer regimen. If the ulcer has not com- 
pletely disappeared in three weeks, immediate 
surgery is mandatory. Re-examination by x-ray 
study in apparently healed ulcers should be made 
at three, six and 12 months. Any recurrence of 
the ulcer warrants surgical intervention. 

Small polypoid tumors found on x-ray ex- 
amination pose certain problems. Many of them 
prove not to be polyps, but myomas, sarcomas 
and carcinomas. All of these should be surgically 
removed for histologic identification and proper 
treatment. 
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FIGURE 1. Early carcinoma (ulcerating form). 





FIGURE 2. Advanced carcinoma. 
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The roentgen diagnosis of cancer of the pan- 
creas rarely establishes the presence of the dis- 
ease at a curable stage. This is even more true of 
cancers of the small intestine. 


GASTROSCOPY 


This method of examination is useful in the 
obscure case. Reliance should not be placed upon 
the visual interpretation of the presence or ab- 
sence of carcinomatous change in small polypoid 
tumors or ulcerations. Gastroscopy is extremely 
helpful in differentiating hyperrugosity or large 
folds from linitis plastica or lymphoma. It should 
always be employed when symptoms are definite 
and x-ray examinations are negative or incon- 
clusive. 


DIAGNOSTIC LAPAROTOMY 


When the symptoms are of such a persistent 
character that the physician strongly suspects 
the presence of cancer, despite negative diagnos- 
tic examinations, exploratory laparotomy is in- 
dicated and is frequently rewarding. 


Treatment 
SURGERY 


Surgery must be recommended in cases of small 
polypoid tumors, most gastric ulcerations and all 
established cancer. If cancer is present, radical 
resections are indicated. Total gastrectomy may 
frequently be necessary for cancers of the stom- 
ach, except for those in the pyloric antrum. We 
cannot agree with those who would leave in place 
an operable cancer of the head of the pancreas. 
Though a highly fatal disease, instances of sur- 
gical cure are being reported with increasing fre- 
quency after pancreaticoduodenectomy. 

Palliative side-tracking operations are recom- 
mended only for the treatment of jaundice, and 
are practically never advised for nonremovable 
gastric cancer. 

“Second look” operations are indicated if re- 
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currence seems confined only to the gastric rem- 
nant when subtotal gastrectomy has been pre- 
viously performed. 


RADIOTHERAPY 


X-ray therapy is seldom recommended for car- 
cinomas of these organs. However, results of such 
treatment in primary lymphoma of the stomach 
may be spectacularly gratifying and effective. 


SUBSEQUENT MANAGEMENT 


Anemia must be anticipated in most of the 
cases where radical resections of the stomach and 
pancreas have been performed. The prophylactic 


use of iron medication and vitamin B” is recom- 
mended. If the dumping syndrome occurs, the 
use of a high protein, low carbohydrate diet is 
usually effective. Special enzyme and feeding sup- 
plements often aid in the nutritional support of 
these patients. 


RESULTS 


Five-year survival will occur in about 20 to 30 
per cent of resectable cancer of the stomach. 
Cancers of the small intestine carry a high mor- 
tality as the diagnosis is rarely established until 
the disease is extremely advanced. This is also 
true of cancers of the pancreas and biliary tract. 





Valvular Surgery in the Young Patient with Rheumatic Heart Disease 


IT HAS BEEN generally accepted that valvular 
surgery in the rheumatic patient under 20 years 
of age is contraindicated. This includes surgery 
for mitral stenosis, mitral insufficiency and aortic 
insufficiency. The basis for this belief was that the 
younger patient suffered from acute rheumatic 
carditis rather than from a mechanical valvular 
defect. In addition, even if indicated, the stress of 
surgery was instrumental in reactivating the 
theumatic fever and negating any benefits de- 
rived from the operation. 

To clarify this practical problem of operative 
intervention in the young rheumatic, Brest, 
Uriechio and Likoff present 37 patients, ranging 
inage from 12 to 20 years old, who were operated 
upon for isolated lesions of the aortic or mitral 
valve. 

Fifteen patients had mitral stenosis, 15 had 
mitral insufficiency and seven had aortic insuffi- 
ciency. The results achieved compared favorably 
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with those observed in older patients, and in no 
instance was reactivation of the rheumatic fever 
noted after surgery. 

The success of surgical treatment, however, 
depends on the care taken in selecting those 
patients who have no indications of significant 
clinical activity prior to and immediately at time 
of surgery. “The failure to accept the concept 
that a mechanical defect may be entirely re- 
sponsible for severe pathophysiologic changes in 
young patients with rheumatic disease may lead 
to an unnecessary prolongation of a critical dis- 
ability.” 

The criteria for surgical treatment of the 
younger patient with rheumatic valvular lesions 
should be the same as those used for the older 
patient and should not be influenced by the 
factor of age alone, or the fear of precipitation of 
reactivation of rheumatic activity. (JAMA, 
171: 249, 1959.) 


148 








Pressurized Therapy 


EISEN has recently devised a new type of pres- 
surized therapeutic garment for specific types of 
vascular disease. This represents an application 
to medicine of the space suit used in high-speed 
flying. The physiologic basis of the garment is 
resistance to dilatation of arterioles and veins by 
means of air pressure. Peripheral resistance is 
maintained by the support given to arterioles, and 
air pressure on both thighs and abdomen helps to 
maintain an improved venous return and cardiac 
output. 

The garment is made of nylon and is in the 
shape of shorts. It is fully lined with a thin, in- 
flatable rubber bladder and extends from the 
waist to the lower third of the thigh. The suit is 
inflated through a small valve situated in the 
right upper section and the necessary pound or 
more of pressure is easily applied with a hand 
inflater. The garment is worn with the patient 
lying down for one hour daily during a period 
of three weeks. 

The author suggests its use in certain cases of 
congestive heart failure and, in addition, in cases 
of low back pain in which muscle ischemia and 
fibrositis are present. (N.Y. State J. Med., 
59:3794, 1959.) 


Death Following Tracheotomy 


DESPITE THE ADVANTAGES of tracheotomy in the 
management of patients with inadequate pul- 
monary ventilation, the procedure carries a cer- 
tain although relatively slight risk due to com- 
plications that may be associated with the sur- 
gical procedure itself, according to Greene. The 
most frequently mentioned complications in- 
clude hemorrhage, incorrect placement of the 
tracheotomy tube, pneumothorax, air embolism, 
infection and reaction to the anesthetic agent 
employed. An occasional fatal case also may be 
seen immediately following the performance of a 
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tracheotomy that could not be explained on the 
basis of the complications mentioned above. 

The author presents five cases of fatal cardio- 
vascular respiratory collapse immediately after 
tracheotomy. He speculates that the most prob- 
able explanation for the cardiovascular and 
respiratory failure seen in his group of patients 
after tracheotomy is the rapid alteration in pul- 
monary ventilation produced by the tracheot- 
omy. These alterations have no deleterious effect 
on alveolar oxygen concentration. In fact, in 
some of the patients arterial oxygenation ap- 
peared improved, as indicated by the disappear- 
ance of pre-existing cyanosis. 

The abrupt removal of tracheal and bronchial 
secretions, the sudden removal of respiratory 
obstruction and the sudden decrease in venti- 
latory dead-space must all have combined to pro- 
duce an immediate increase in alveolar ventila- 
tion which in turn resulted in a rapid washout of 
accumulated carbon dioxide. Such an abrupt re- 
versal of respiratory acidosis has been shown to 
produce, for reasons that are not yet clear, pro- 
found cardiovascular effects, including arrhyth- 
mias and arterial hypotension. Although normal 
patients can and usually do successfully tolerate 
or compensate for cardiovascular changes brought 
about by rapid reversal of carbon dioxide reten- 
tion, it is doubtful if patients already in precari- 
ous situations as in the author’s series can do 
likewise. In such cases the added insult of hypo- 
tension or arrhythmias may prove fatal. 

Patients having elective or semielective tra- 
cheotomies for relief of respiratory obstruction 
should be followed by frequent blood pressure 
recordings; hypotension, if it develops, should 
be treated by the Trendelenburg position and in- 
travenous vasopressors. Oxygen should be ad- 
ministered cautiously, if at all in such cases, 
since the resultant high arterial oxygen tension 
may eliminate the role of the chemoreceptors 
in initiating respiration and so contribute to 
the apnea. (New Eng. J. Med., 261:846, 1959.) 
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Amenorrhea 


JONES AND NALLEY define amenorrhea as the 
absence of menses for three months or longer. 
They review etiology and treatment in 350 con- 
secutive patients and find that endocrine ab- 
normalities (adrenal, thyroid disorders) dominate 
the list of causes with 156 cases. There were 59 
cases of psychogenic disorders, 27 congenital 
anomalies, 25 nutritional problems and 25 un- 
classifiable. The aim of treatment in most in- 
stances was to establish a regular ovulatory 
menstrual cycle. The endocrine cases responded 
most satisfactorily and the psychogenic group was 
most resistant. When therapy could be directed to 
a specific etiologic entity it was found that 53 per 
cent of the patients could be restored to regular 
menstrual function. (Fertil. @& Steril., 10:461, 
1959. ) 


Ulcerogenic Adenomas 


ZOLLINGER and Elliott review the 75 recorded 
patients with triad of fulminating ulcer diathesis, 
massive gastric hypersecretion and secreting pan- 
creatic adenoma. While there is no specific test 
for this syndrome, a strong suspicion of its 
presence should be entertained (1) whenever a 
peptic ulcer is found in an unusual location, 
particularly in the jejunum; (2) whenever gastric 
hypersecretion is demonstrated on 12-hour 
aspiration; (8) whenever other endocrine hyper- 
function is encountered in the ulcer patient, or 
(4) when an ulcer recurs promptly after adequate 
ulcer therapy. 

The pancreas should be carefully searched in 
such patients who come to operation, and if an 
uleerogenic adenoma can be proved to be present, 
total gastrectomy is currently the operation of 
choice. Among the 75 collected cases of ulcero- 
genic pancreatic tumor there were 15 who had 
other endocrine adenomas (see diagram at the 
right). (Gastroenterology, 37:401, 1959.) 
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Retinal Hemorrhages in Anemia 


COSNETT and Macleod studied the retina in 74 
cases of severe anemia and correlated the findings 
in relation to the type and severity of the ane- 
mia. Among their 23 patients with megaloblastic 
anemia only one had no retinal changes. By con- 
trast, in a group of 53 cases with normoblastic 
anemias, only four showed retinal changes. Con- 
trary to previous opinion, the authors’ work in- 
dicates that retinal changes in severe anemias are 
not solely dependent on deficient oxygenation or 
low hemoglobin levels. Among the factors which 
may contribute to these retinal changes is throm- 
bocytopenia. In two-thirds of their cases of 
megaloblastic anemia, the platelets were de- 
creased. However, retinal hemorrhages appeared 
in some patients with megaloblastic anemia even 
though their platelet count was adequate. (Brit. 
M. J., 1002, Nov. 14, 1959.) 





Among the 75 collected cases of ulcerogenic tumor there were 
15 patients, or one in five, with associated endocrine adenomas. 
In most patients multiple adenomas were found. Their distri- 
bution is shown among the endocrine glands. 
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Tips from 
Other Journals 


Thyroid Heart Disease 


KURLAND AND COLLEAGUES have studied the 
turnover of I'*!-labeled thyroxine and the red 
blood cell uptake of I'*!-labeled triiodothyronine 
in 39 euthyroid patients with paroxysmal atrial 
fibrillation or tachycardia. In contrast to normal 
basal metabolic rates, protein bound iodine and 
I'*! uptake determinations, 30 to 40 per cent of 
patients studied had one or both of the thyroid 
tests in the thyrotoxic range. This report again 
raises the possibility of hidden thyrotoxicosis in 
patients with cardiac arrhythmias. (J. Clin. 
Endocrinol. Metabol., 19:92, 1959.) 


Arteriography in Cerebrovascular Disease 


McDowELL and his colleagues have performed 
carotid arteriography in 68 patients clinically 
diagnosed as having “‘strokes.”” The majority of 
these patients were found to have a demonstrable 
occlusion in one or more cerebral vessels. 

The middle cerebral artery was the most fre- 
quently occluded vessel either in the main trunk 
or in one or more major branches. Twenty-six per 
cent of the present series had their occlusions 
located in this area. The internal carotid artery 
was found to be occluded in 18 per cent. This 
usually took place at or near its origin from the 
common carotid. The anterior cerebral artery 
was the site of occlusion only once in the present 
series and this was in accord with the findings of 
previous authors. The rarity of occlusion here is 
believed to be related to the ease of collateral 
circulation from the anterior communicating 
artery. In three patients an intracerebral hema- 
toma was demonstrated by arteriography. This 
had been suspected clinically in all cases. Another 
three patients had no vascular lesions demon- 
strable by arteriography. Two had subdural 
hematoma and one had a tumor. Nineteen pa- 
tients had arteriograms which showed abnormali- 
ties but failed to show a definite occlusion. 
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An attempt was made to correlate the severity 
of the clinical syndrome with the arteriographic 
findings. In general, the patients with internal 
carotid artery occlusions had less severe clinical 
neurologic defects than those with middle cerebral 
artery disease. All patients with clear radiographic 
evidence of occlusion of a cerebral artery had a 
definite clinical picture either moderate or severe 
in degree. The group of patients with abnormal 
arteriograms, but no definite areas of occlusion, 
all had moderate or severe clinical pictures. This 
suggests that one may accept these arteriographic 
findings as significant in the causation of clinical 
disease. There were seven patients who had normal 
arteriograms with strokes classified as mild in 
five, moderate in one and severe in one. 

The authors conclude that arteriography is not 
advisable or helpful in the diagnosis of the usual 
patient with an adequate history and clinical find- 
ings suggesting stroke. It may be helpful in pa- 
tients with an inadequate history in whom sub- 
dural hematomas, intracerebral hematomas and 
brain tumors are a possibility. Arteriography 
should not be performed in patients who are in 
coma or who have a steadily worsening clinical 
state. (AMA Arch. Neurol., 1:435, 1959.) 


Arsenic Poisoning 

ARSENIC TRIOXIDE (rat poison) has an easy 
availability and lack of distinct flavor which 
makes it a favorite for theatrical and real homi- 
cidal purposes. Gousios and Adelson related a 
case of a man whose sandwiches had been sys- 
tematically laced with rat poison by his wife for 
several weeks and whose acute terminal abdomi- 
nal syndrome was accompanied by radiographic 
evidence of radiopaque material in the stomach 
and EKG evidence of inverted T waves. The 
authors point out that arsenic may present a wide 
variance of clinical signs, and symptoms, and the 
diagnosis is rarely made prior to death. (Am. J. 
Med., 27:659, 1959.) 
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Allergenicity of Corn Products 


HYPERSENSITIVITY to corn is a well-defined clini- 
cal entity. Its incidence, however, is not known. 
There is no agreement as to whether sugars de- 
rived from the hydrolysis of corn have allergenic 
properties. Since various types of corn sugars are 
used widely in infant feeding as carbohydrate 
modifiers of all types of milk formulas, especially 
during the period when gastrointestinal disturb- 
ances are common, Howard and his colleagues 
have tested four sugars derived from corn for 
possible antigenicity. Two sensitive immunologic 
techniques were used, the passive transfer reac- 
tion and the Schulz-Dale test. 

The sugars studied were as follows: a malti- 
dextrine preparation formed by the acid hydroly- 
sis of corn starch; a commercial edible grade of 
dextrose, also prepared by the acid hydrolysis of 
corn starch; sucrose, derived from cane sugar, 
used as a control; a dextrimaltose preparation 
prepared by the enzymatic action of barley malt 
on corn starch; and a corn syrup prepared by the 
acid hydrolysis of corn starch. 

These first three sugars showed no demonstrable 
antigenic activity. By passive transfer, the last 
two sugars showed inconstant evidence of pres- 
ence of corn antigen. By the Schulz-Dale tech- 
nique, the dextrimaltose preparation prepared by 
the enzymatic action of barley malt on corn 
starch produced positive responses in approxi- 
mately one-half the animals tested. These posi- 
tive reactions may be due to the presence of 
small amounts of whole corn extract or to the 
presence of one or more antigens in the extract. 

These authors conclude that there is suggestive 
evidence that detectable amounts of corn antigen 
orantigens may be present in certain sugars used 
infant feedings. They do not suggest that these 
amounts are sufficient to be important, but they 
emphasize that additional work is indicated to 
dlarify the role of corn as a possible allergen in 
infant feeding. (J. Allergy, 30:381, 1959.) 
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TECHNIQUE OF TSH TEST 


5 U.S.P. Units 


sucr'! TSH LM. 24yne'*" 
Hour: 3 24 27 
—— ——— 
3-Hour Pre-TSH 3-Hour Post-TSH 
Uptake Uptake 
t t t 
Pre-TSH 24-Hour Post-TSH 
PBI Residual Pal 
Count 
Thyroid Reserve 


THE PATIENT who is on thyroid medication is fre- 
quently a problem in diagnosis. While one can 
remove the patient from medication, the thyroid 
suppression and time necessary for return to 
base-line function obscure the diagnosis. Jeffries 
and colleagues present data on the method (see 
diagram above) and results of their thyroid 
stimulating hormone (TSH) test in which the 
ability of the thyroid to respond to an adminis- 
tered dose of thyroid stimulating hormone is 
tested. The patient with normal thyroid function 
or panhypopituitarism will show a response to 
TSH, whereas there will be no significant increase 
of I uptake or PBI in cases with primary 
hypothyroidism or low thyroid reserve such as 
seen in I"*!-treated patients. (Radiology, 73:341, 
1959.) 


Endemic Goiter and Deaf-Mutism 


GREENWALD has called attention to the large 
number of deaf-mutes found in those areas where 
endemic goiter was most prevalent. This is par- 
ticularly true of parts of Peru and Argentina. Al- 
though such a relationship was once well recog- 
nized, it has almost disappeared from the current 
literature. The author has correlated several 
Public Health statistics and finds a strikingly 
different relationship between goiter and deaf- 
mutism according to the country being studied. 
In particular, the United States and Canada fail 
to show the same relationship that had been 
demonstrated for parts of South America. The 
author believes that these differences are real 
although he can offer no explanation for them. 
(AMA Arch. Otolar., 70:541, 1959.) 
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Tips from 
Other Journals 


Gastrointestinal Syndromes 
of Vascular Origin 


ROSENBERG DISCUSSES various signs and symp- 
toms resulting from vascular disorders within the 
gastrointestinal tract. Abdominal aneurysms are 
almost exclusively arteriosclerotic in origin and 
develop distal to the origin of the renal arteries. 
About one-third of the patients have symptoms. 
The presence of symptoms is a serious prognostic 
sign as survival from the onset of symptoms is 
usually limited to about three years if no surgery 
is performed. The most common symptom is 
throbbing pain, often boring through to the back. 
The expansile, pulsating mass especially noted in 
the left upper quadrant is a characteristic find- 
ing. Leakage or frank hemorrhage from such an 
aneurysm manifests as shock, abdominal disten- 
sion and the usual signs of severe bleeding. Resec- 
tion of the aneurysm before rupture is associated 
with an operative mortality of 2 to 10 per cent. 
Once leakage or frank rupture has occurred, 
emergency surgery may yield a salvage rate of 50 
per cent. 

Dissecting aneurysms sometimes involves the 
lower thoracic or abdominal aorta. Severe chest 
pain or upper abdominal pain is characteristic. 
Aortography may be a valuable diagnostic pro- 
cedure in such patients and allows the surgeon to 
design his treatment so that re-entry into the 
aortic lumen and obliteration of the false passage 
may be accomplished. 

Mesenteric arterial disease presents a well- 
known clinical picture. The embolus in such cases 
originates from a fibrillating heart or a mural 
thrombus. If thrombosis is at fault the process 
begins with an arteriosclerotic plaque in the 
mesenteric vessel itself. Surgical procedures may 
include embolectomy and thromboendarterec- 
tomy. 

Visceral arterial aneurysms have been described 
in the splenic, superior mesenteric and hepatic 
arteries. Splenic aneurysms are usually located in 
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the main trunk of the splenic artery and are twice 
as frequent in women as in men. This contrasts 
with the usual five-to-one male predominance for 
arterial aneurysms in other sites. Another peculiar 
feature is the frequent occurrence in pregnant 
women. Splenomegaly occurs in about half of 
these patients. The clinical picture may include 
pain resembling that of peptic ulcer, with exag- 
geration by forward bending. A palpable mass 
may be present. Fluoroscopy may reveal a pulsat- 
ing tumor or filling defect in the posterior portion 
of the stomach. Aortography may be used to 
demonstrate the aneurysm unless it has already 
been occluded by a thrombus. The treatment of 
choice is resection of the artery and splenectomy. 

The final group for discussion includes patients 
with massive intraintestinal hemorrhage due to 
direct erosion into the intestine. Abdominal aortic 
aneurysms have, on rare occasions, ruptured 
directly into the overlying duodenum or jejunum. 
Many such aneurysms are mycotic, as perforation 
into the digestive tract is otherwise quite rare. 

The author’s final case was that of massive 
alimentary tract bleeding in a 32-year-old man 
who had had a Hufnagel valve inserted into the 
aorta ten years previously. At autopsy a false 
aneurysm had formed just proximal to the valve 
and had ruptured into the esophagus. (Am. J. 
Gastroent., 32:445, 1959.) 


Viruses and Human Leukemia 


DMocHowWSKI and his coworkers have extended 
their studies on relationships of viruses to mouse 
leukemia and chicken leukosis to human leukemia 
and lymphoma. 

Electron microscopic examinations were made 
on ultrathin sections of lymph nodes from six pa- 
tients with acute lymphatic leukemia, one with 
acute monocytic leukemia, one with acute myeloid 
leukemia, one with chronic monocytic leukemia, 
two with lymphosarcoma and one patient with 
Hodgkin’s disease. Virus particles were observed 
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in cells of lyraph nodes of three of the cases of 
acute lymphatic leukemia, the patient with acute 
myeloid leukemia and in one case of lymphosar- 
coma. Similar studies of lymph node sections 
from five nonleukemic subjects failed to reveal 
virus particles. There were no differences in size or 
internal structure of particles in lymph nodes of 
different types of leukemia and lymphosarcoma. 

In addition to these findings, cells grown in 
vitro from lymph nodes of a number of patients 
with different types of leukemia and lymphosar- 
coma revealed changes suggestive of a cytopatho- 
genetic agent such as a virus. Similar studies of 
nonleukemic lymph nodes failed to reveal such 
changes. 

Electron microscopy of cells grown in tissue 
culture from a ease of lymphosarcoma showed 
these changes and, in addition, virus particles in 
inclusion bodies. 

Cell-free extracts from leukemic and lympho- 
matous lymph nodes produced cytopathogenic 
effects on monkey kidney cell cultures. Again, 
control extracts failed to produce these changes. 

The authors ‘stress that these studies are still 
difficult to interpret and that the observed viruses 
may be unconnected with leukemia or lymphoma. 
(Proc. Soc. Exp. Biol. Med., 101:686, 1959.) 


Pyridoxine Deficiency in Heart Failure 


VITAMIN Be (pyridoxine) is required for the 
metabolic breakdown of tryptophan. This 
forms the basis of a test for pyridoxine deficiency. 
In this test, an oral tryptophan load is followed 
by increased excretion of xanthurenic acid when 
there is pyridoxine deficiency. In such cases, ad- 
ministration of pyridoxine corrects this abbera- 
tion, and xanthurenic acid excretion is greatly 
decreased or becomes normal. 

Levy, Wohl and Szutka have been engaged in 
the study of vitamin-B complex deficiency in 
heart failure. In their laboratory it has previously 
been shown that patients with advanced con- 
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gestive heart failure are clearly thiamine deficient 
as evidenced by thiamine test doses, pyruvic 
acid levels and determinations of thiamine and 
cocarboxylase in myocardial tissues. 

These authors have now applied the xan- 
thurenic acid test and its correction by the ad- 
ministration of pyridoxine to patients with heart 
failure. The results of such a study are summa- 
rized in the chart below. Insofar as is possible, 
other factors that could have affected these re- 
sults—other vitamin deficiencies, abnormal he- 
patic and renal function, incomplete 24-hour urine 
collections—were controlled. 

The results show that the heart failure and 
control groups were comparable as to pre- 
tryptophan xanthurenic acid excretions, but 
that there were highly significant differences 
after tryptophan. The differences were abolished 
by pyridoxine administration. Levy and his 
colleagues conclude that in human congestive 
heart failure, the availability of pyridoxine is 
limited. It is possible that this pyridoxine de- 
ficiency may occur in cardiac muscle, the 
peripheral organs being free of this deficiency. 
(Proc. Soc. Exp. Biol. Med., 101:617, 1959.) 
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Mean values for urinary xanthurenic acid excretion in 14 
control subjects and 14 patients with heart failure during and 
after the tryptophan loading test for pyridoxine deficiency. 
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Tips from 
Other Journals 


Coffee Break 


FELTON REVIEWS the alleged benefits to industry 
of the coffee break. These include elevation of 
morale, increase of production, lowering of 
fatigue, reduction of accidents, minimization of 
turnover and decrease in absenteeism. An aver- 
age cup of coffee contains between 100 and 150 
mg. of caffeine. The daily ingestion of varying 
quantities of this strong alkaloid produces effects 
which remain essentially unexplored as to both 
their alleged benefits and possible toxic effects 
on the central nervous system, heart and gastro- 
intestinal tract. (Indust. Med. & Surg., 28:433, 
1959.) 


Management of Aortic Saddle Emboli 


THE AUTHORS report four cases of aortic saddle 
embolism successfully treated by aspiration of 
the embolus via bilateral femoral arteriotomies, 
performed under local anesthesia. Transabdom- 
inal embolectomy under general anesthesia car- 
ries an extremely high mortality in patients 
with mitral valve disease, auricular fibrillation or 
myocardial infarction with mural thrombosis, 
i.e., those patients most likely to present with 
peripheral embolism. These hazards are avoided 
in the present procedure in which the patient is 
fully heparinized and both femoral arteries are 
exposed in the groin under local procaine anes- 
thesia. The vessels are clamped distal to a 1-cm. 
arteriotomy and controlled proximally with 
tapes. The largest stiff-walled catheter which eas- 
ily enters the vessels is advanced up the iliac to 
the site of the embolus. Bleeding from collaterals 
is usually encountered and its cessation indicates 
the tip of the catheter is pressed against the 
embolus. Strong suction is applied and the clot 
aspirated, usually being withdrawn from the ves- 
sel adhered to the tip of the catheter. Alternate 
aspiration of each side several times results in 
complete removal. A glass connection in the suc- 
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tion line permits visualization of the aspirate, and 
care must be taken to avoid aspiration of large 
amounts of blood. Heparinization of the patient, 
as soon as diagnosis is made, prevents clotting in 
the distal vascular bed. Since the abdomen is not 
entered the danger of occult bleeding is avoided. 
The authors recommend the procedure for the 
management of all saddle emboli. (Ann. Surq., 
150:568, 1959.) 


Surgical Management of Injury 
to the Pancreas 


THE ACINAR tissue of the pancreas secretes pan- 
creatic juice into a ductal system closed at its out- 
let by the Sphincter of Oddi. The pressure within 
this system is primarily dependent upon two fac- 
tors: (1) the volume of juice secreted and its rate 
of secretion, both under control of the hormone 
secretion and the autonomic nervous system, and 
(2) the resistance to flow offered by the Sphincter 
of Oddi. 

Blunt or penetrating trauma to the abdomen 
may produce a disruption in the continuity of the 
pancreatic ducts by rupture or laceration. Since 
fluid under pressure will travel the path of least 
resistance, abnormal communication between the 
pancreatic duct and the free peritoneal cavity or 
the retroperitoneal space will lead to pathologic 
collection of pancreatic juice. The peritoneal 
cavity may become filled with this fluid, or the 
more conventional type of pancreatic pseudocyst 
may result in retroperitoneal dissection of pan- 
creatic juice to such distant sites as the thorax or 
pelvis. Abnormal collection of fluid at these sites 
will continue until the resistance encountered by 
the fluid is equal to or greater than the resistance 
offered by the Sphincter of Oddi. 

Formation of pseudocysts results in the con- 
tinued loss of large quantities of electrolyte-rich 
fluid, producing metabolic disorders in the pa- 
tient, and in addition is fraught with the danger 
of sudden conversion of pancreatic enzymes to 
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their active form, with resultant digestion of tis- 
sues. Doubilet and Mulholland present five cases 
of trauma to the pancreatic ductal system treated 
by obliteration of the Sphincter of Oddi, demon- 
strating that by removing the resistance to the 
flow of pancreatic juice imposed by this structure, 
pseudocyst formation and escape of activated 
pancreatic enzymes may be avoided or controlled. 

In case 2 of the present paper, a patient was ex- 
plored after sustaining penetrating trauma to the 
abdomen. A lacerated spleen and left kidney were 
removed but no abnormality of the pancreas was 
noted. Seven days postoperatively the patient 
became dyspneic and x-ray examination revealed 
fluid in the left pleural space and a large shadow 
behind the heart. Aspiration of this fluid revealed 
it to be pancreatic juice with an enzyme content 
of 1,200 mg. per cent, and the retrocardiac sha- 
dow was considered to be a pancreatic pseudo- 
cyst. Fourteen days after admission, cholecystec- 
tomy, sphincterotomy and intubation of the pan- 
creatic duct were performed. Rupture of the duct 
was demonstrated by pancreatography. Serial 
x-rays of the chest showed rapid shrinkage of the 
pseudocyst while serial pancreatography demon- 
strated complete healing of the duct, 14 days 
after the second operation. 

Case 3 illustrates the effects of activated pan- 
creatic enzymes, a factor not present in the 
previous example, and the efficacy of the authors’ 
method for controlling the condition. The way in 
which pancreatic enzymes become activated in 
the absence of enterokinase is not understood, 
but the effects are devastating. The patient was 
explored for a stab wound of the left flank, and 
two lacerations of the transverse colon were re- 
paired, along with a small tear in the diaphragm. 
The pancreas was found to be undamaged. Over 
the next ten days high fever, pain and left pleural 
effusion containing a large quantity of pancreatic 
enzymes developed. On the twelfth day at re- 
operation a dense inflammatory reaction was 
found about the colon, while the pancreas was 
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Pancreatogram showing plastic catheter in duct of Wirsung. 
There is reflux of contrast media into accessory duct (Arrow). 


hard and swollen, due to flooding of the area by 
activated pancreatic juice. The patient’s condi- 
tion was poor and a drain was placed in the area 
of the pancreas. Wound disruption, bleeding from 
eroded vessels, electrolyte loss and fecal fistula 
developed due to continued outpouring of the 
active enzymes. Thirteen days after the drain 
was placed, cholecystectomy, transduodenal 
sphincterotomy, drainage of the main pancreatic 
duct and right transverse colostomy were per- 
formed with striking improvement and eventual 
recovery. 

To avoid complications such as occurred in the 
two cases outlined above, Doubilet and Mulhol- 
land recommend that in pancreatic injury prim- 
ary definitive management should consist of 
sphincterotomy and drainage of the duct of Wir- 
sung. They site a case (case 4) of traumatic tran- 
section of the body of the pancreas where such 
treatment resulted in uncomplicated healing of 
the severed ends of the duct across the drainage 
catheter serving as a stent. (Ann. Surg., 150:854, 
1959, H. Doubilet & J. H. Mulholland.) 
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Tips from 
Other Journals 


Bilateral Ligation 

of the Hypogastric Arteries 
SHAFIROFF and Baron in a series of 38 patients 
with advanced carcinoma of the rectum have 
utilized bilateral ligation of the hypogastric 
arteries while performing pelvic exenteration for 
advanced carcinoma in this region. Elective 
ligation of the right and left hypogastric arteries 
(internal iliac arteries) was first proposed in 1893 
as a technical procedure and necessary prelimi- 
nary step to radical surgery in the pelvis. 

The gross anatomy of the hypogastric arteries 
and its branches were studied in 150 dissections 
in the anatomy laboratory. Each artery, right 
and left, was classified according to one of five- 
type variations. Measurements of vessel length, 
relationship to fixed anatomic points of reference 
and to neighboring structures were compiled and 
summarized. The collateral circulation and the 
cross circulation over the midline were deter- 
mined roentgenologically by intra-arterial injec- 
tion of radiographic contrast media, with one and 
with both hypogastric arteries occluded at their 
origin. This portion of the study was performed 
on full-term fetuses. 

The hypogastric artery arises from the inner 
side of the bifurcation of the common iliac artery 
at about the level of the lumbar sacral articula- 
tion. It proceeds downward on the inner border 
of the psoas muscle along the sacroiliac margin to 
the level of the sacrosciatic foramen. The artery 
divides into an anterior trunk giving forth six to 
ten visceral branches. The posterior trunk sup- 
plies the structures of the parietal pelvis and 
terminates in the gluteal region. The hypogastric 
arteries are ligated most effectively at their point 
of origin. The hypogastric vein need not be 
ligated, but this is usually necessary when pelvic 
exenteration for advanced carcinoma is per- 
formed. The collateral circulation to the area 
comes from anastomatic channels from the lumbar 
artery, the sacral artery, the superior hemor- 
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rhoidal artery and branches of the external iliac 5 
artery. The supply from these channels is at first I 
limited and a temporary ischemia ensues. During § ¢ 
this acute phase radical pelvic surgery can be n 
performed. li 

Bilateral ligation of the hypogastric arteries a 
was performed in 38 patients by Shafiroff and rn 
Baron in conjunction with radical surgery for v 
advanced carcinoma of the rectum. The inclu- § y 
sions of this procedure made possible the excision e 
of pelvic viscera in toto or in part, and the dissec- g 
tion en bloc of pelvic lymph nodes. No local § g 
necrosis or impairment of bladder function was ff ¢ 
encountered. In addition, bilateral ligation was J p 
successfully employed as an emergency procedure ti 
in four patients with serious recurrent hemor- § » 
rhage from an undetermined source after total J y 
hysterectomy. (Am. J. Surg., 98:34, 1959.) Ww 





Bell’s Palsy 


WILLIAMS has recently reviewed the subject of 
Bell’s palsy, meaning an idiopathic type of facial 
paralysis. The currently accepted hypothesis is 
related to vasospasm of the nutrient vessels of the 
nerve with increased permeability of the vessel 
walls, accumulation of interstitial fluid and 
edema. The enclosure of the facial nerve within a 
rigid bony canal renders it liable, therefore, to 
pressure by the edema fluid. Various authors 
have provided explanations for the _ initial 
vasospasm ranging from dysfunction of the 
autonomic nervous system with resulting spasm, 
thrombosis or embolism in the vessels to the 
effects of chilling or inducing vasospasm in the 






















area. Various surgical reports with tissue speci- J ge 
mens from the area have likewise supported the J re 
general concept of ischemic paralysis and ischemic J fag 
bony necrosis in the tunnel surrounding the facial J in 
nerve. fee 

Clinical examination and follow-up of patients § be 
with idiopathic facial paralysis suggest that 10 § of 
to 15 per cent of such patients will have a pel- § Rh 
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sistent deformity which is cosmetically and 
psychologically of major importance to the pa- 
tient. It would be of value, therefore, to develop a 
method for screening those patients who are 
likely to recover spontaneously, from those who 
are not. Since the majority of those who will 
recover do so within a few weeks, early inter- 
vention is difficult to evaluate in terms of its 
value to the patient. The author suggests that if 
electromyography shows no sign of beginning re- 
generation after two months, the facial nerve 
should be decompressed. The various surgical 
techniques are discussed, as well as some of the 
postoperative results. Since the majority of pa- 
tients will recover spontaneously, the author 
emphasizes the value of delaying decompressive 
surgery until it is clear that spontaneous recovery 
will not take place. (AMA Arch. Otolaryn., 
70:436, 1959.) 


Hostility and Arthritis 


COBB DISCUSSES the psychologic and social factors 
associated with rheumatoid arthritis and suggests 
that restricted or unexpressed hostility is an im- 
portant factor in the lives of many persons with 
the disease. Rheumatoids frequently perceive 
their parents, particularly those of the same sex, 
as lacking in affection, strict, punishing and even 
mean. There is more frequent divorce, social 
mobility and depression in rheumatoids but it re- 
mains to be explained as to why the disease has a 
more frequent association in lower social classes 
and is less frequent among the psychotic inmates 
of mental hospitals than in neurotics and the 
general population. Cobb emphasizes that this 
repressed hostility is probably only a contributory 
factor and that there are obviously rheumatoids 
in whom contained aggression is not a prominent 
feature. On the other hand, psychotherapy might 
be more profitably employed in the early stages 
of the disease if this factor is present. (Arthrit. & 
Rheumat., 2:419, 1959.) 
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Short-term Reducing Program 


PATTERSON CONDUCTED a four-week clinical study 
comparing the anorectic actions of phenmetrazine 
hydrochloride (Preludin) and dextro ampheta- 
mine sulfate in medical students by means of a 
double-blind procedure. The maximum daily dose 
was 50 mg. of phenmetrazine,or 10 mg. of dextro 
amphetamine. Seventy-one students were in- 
volved in the reducing program. At no time were 
side effects severe enough to require cessation of 
therapy. Nervousness and headache were the 
two most frequent complaints noted with the 
phenmetrazine-treated group, while insomnia and 
nervousness were the two most frequent com- 
plaints noted with the dextro amphetamine- 
treated group. 

The students who received phenmetrazine lost 
an average of 13.3 lb. at an average of 3.32 
Ib. per week. The students who received 
dextro amphetamine lost an average of 9.31 
Ib. at an average rate of 2.33 lb. per week (see 
chart below). The significant difference in weight 
loss occurred during the first two weeks of the 
study. The author also noted that phenmetrazine 
appeared more effective than dextro ampheta- 
mine in keeping the subject on the prescribed 
weight-reducing diet. (Antibiot. Med. & Clin. 
Therapy, 6:207, 1959.) 


COMPARISON OF ANORECTIC EFFECTS 

OF DEXTRO AMPHETAMINE SULFATE AND 
PHENMETRAZINE HYDROCHLORIDE, USED AS 
PART OF A PROGRAM FOR WEIGHT REDUCTION 
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Tips from 
Other Journals 


Tumor vs. Mitral Steneais 


DESHMUKH and his colleagues report the case of a 
47-year-old woman who four years previously had 
mitral commissurotomy for mitral stenosis. After 
an interval her symptoms had recurred and 
progressed. All signs were consistent with 
restenosis of the mitral valve and operation was 
performed. A huge myxoma of the left atrium 
was discovered and the mitral valve was normal. 
The tumor was subsequently removed at reopera- 
tion with pump-oxygenator by-pass. 

This case emphasizes the similarity of clinical 
and laboratory findings in mitral stenosis and left 
atrial myxoma. Even cardiac catheterization 
yielded findings perfectly consistent with mitral 
stenosis. Angiocardiography, not performed 
routinely in such cases, would have been helpful 
in establishing the correct diagnosis. (Am. Heart 
J., 58:623, 1959.) 


Staphylococcal Pneumonia 


THIS reportis a study of staphylococci pneumonia 
in pediatric patients of the Johns Hopkins 
Hospital over a four-year period from 1955 to 
1958; all were under 12 years of age. The disease 
was most common in those under 1 year. In the 
group of 67 patients, 60 per cent had the disease 
as the only major illness. 

In the majority of patients the onset was 
marked by a respiratory infection with rapid 
progress of acute symptoms. Antibiotic sensi- 
tivities by disk method showed the organisms 
sensitive to Novobiocin 95 per cent, chloraphe- 
nicol 92 per cent, Erythromycin 85 per cent, peni- 
cillin 17 per cent and streptomycin 15 per cent. 

The radiologic findings are clearly presented, 
empyema 48 per cent, pneumatocels 56 per cent 
and pneumothorax 15 per cent. The surgical as- 
pects include thoracentesis for immediate bacte- 
riologic diagnosis and removal of purulent: ma- 
terial. Twenty-eight per cent of the patients had 
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an intercostal catheter inserted under local anes- 
thesia for drainage of a large empyema or relief 
of a tension pneumothorax. Decortication for 
fibrothorax with lung compression was necessary 
in one case. 

Of the 67 cases there were 12 deaths. Seven of 
these deaths were children who had other major 
illnesses and they represent the entire ‘‘second- 
ary” groups. The prognosis in “‘primary’”’ staphy- 
lococcal pneumonia is good, with the mortality 
largely confined to the group under 3 months 
of age. (J. Thoracic & Cardiovas. Surg., 38:421, 
1959.) : 


When Should Hernia in the Infant 
Be Treated Bilaterally? 


THE AUTHORS attempt to clarify the question of 
performing bilateral herniorrhaphy in children 
under 2 years of age, who present only with the 
signs and symptoms of unilateral hernia. 

Starting in 1957 at the Children’s Hospital of 
Pittsburgh, 100 bilateral herniorrhaphies were 
performed on patients under the age of 2 who 
were seen for unilateral complaints and in whom 
no evidence of hernia on the opposite side could 
be clinically determined. Criteria for contra- 
lateral hernia was a sac, 1 cm. or greater, below 
the internal ring without tension exerted on the 
spermatic cord. 

A second group of 237 cases who had only a 
unilateral repair before the age of 2, were fol- 
lowed for varying periods up to 9 years, in an 
effort to ascertain whether a contralateral hernia 
had developed later in life. 

In the operated group, 57 per cent of those 
patients presenting with right-sided hernia had 
an associated hernia on the left side. Of the 
patients operated upon for a clinically evident 
left hernia, 71 per cent had an associated right 
hernia on exploration. In the follow-up groups, 74 
patients (31 per cent) developed second hernias. 
Of these 74 patients, 31 had had their first repair 
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when they were under 6 months of age, 17 were 
between 6 and 12 months of age and 26 between 1 
and 2 years of age. On the basis of these findings 
and on the fact that there was no increase in 
mortality or morbidity in doing a bilateral ex- 
ploration as compared with a unilateral hernior- 
thaphy, Kiesewetter and Parenzan conclude that 
it is advisable to undertake bilateral hernior- 
thaphies on all children under 2 years of age. 
(J.A.M.A., 171:287, 1959.) 


Alkaptonuria with Ochronosis 


HATCH has recently discussed the eye findings in 
hereditary alkaptonuria. This is a disease charac- 
terized by the inability to normally metabolize 
phenylalanine in its normal pathway through 
tyrosine to CO, and H,O. The resulting accumula- 
tion of homogentisic acid results in the clinical 
triad of pigmentation of the ears and sclera, urine 
that darkens on exposure to air and osteoarthritis. 

In the case presented by the author, a 59-year- 
old white female was noted to have dark spots on 
both eyes. On examination, the scleras showed 
oval, diffuse slate-gray areas of pigmentation bi- 
laterally, temporal to the limbus and within the 
area of the palpebral aperture. There was also a 
smaller, less-deeply pigmented spot nasal to the 
limbus in the left eye. The patient also showed 
nonspecific osteoarthritic changes in several 
joints, but her lumbodorsal spine presented the 
classical ochronotic findings of thinned and calci- 
fied intervertebral disks with some ligamentous 
calcification. Her urine turned dark later and also 
after the addition of 10 per cent sodium hy- 
droxide. A single drop of alkalinized urine placed 
upon exposed photographic paper caused the 
paper to turn dark within a few seconds (positive 
Fishberg test). The author comments that eye 

dings are almost always present in this disease 
and should not be confused with malignant 
melanoma or other disorders. (AMA Arch. 
Ophthal., 62:575, 1959.) 
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SIGNIFICANCE OF VARICOCELE 














Idiopathic “Acute” 
Varicocele Varicocele 
Insidious, Acute, 
Oneet in youth at any age 
Location Left side Either side 
Significance None ? Renal tumor 

















Acute Varicocele 


VARICOCELE IS OBSERVED so frequently in male 
patients of all ages that an examining physician 
has a natural inclination to disregard it. This is 
not an altogether safe attitude, as shown in a 
report by Spittel, De Weerd and Shick. They call 
attention to the possibility that a varicocele of 
recent onset may be a sign of renal tumor (see 
chart above). The authors support the thought 
by a presentation of three cases of hyperneph- 
roma associated with acute varicocele—the vari- 
cocele being the presenting symptom in two of 
the cases. 

The mechanism whereby a renal tumor pro- 
duces acute varicocele varies. The internal sper- 
matic vein may be compressed by the tumor or 
may be the site of a thrombus. Conditions other 
than renal tumor have also been known to pro- 
voke acute varicocele, including pyelonephrosis, 
hydronephrosis, retroperitoneal cyst, teratoma, 
sarcoma, hepatic congestion and aberrant renal 
vessels. The authors report that varicocele was 
the presenting symptom in renal tumor in 2.3 per 
cent of one series of cases. (Proc. Staff Meet., 
Mayo Clin., 34:134, 1959.) 


Primary Lung Lymphomas 


STERNBERG and associates review the clinico- 
pathologic findings in primary lymphoma of the 
lung. A bronchogram may reveal essentially nor- 
mal bronchial pattern since the extension of the 
disease is by infiltration and expansion of the 
alveolar septa rather than by intra-alveolar 
spread. Atelectasis does not occur since the tumor 
rarely grows within the lumen of the bronchi. 
This tendency of direct extension of primary lung 
lymphoma warrants resection surgery wherever 
possible and curative rather than palliative 
amounts of x-radiation since five-year survivals 
of treated patients are frequent. (Cancer, 12: 
806, 1959.) 
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Tips from 
Other Journals 


Frostbite 


_ FROSTBITE is the generic term for a clinical syn- 


drome that follows exposure of an extremity to 
freezing temperature and results in frozen tissue. 
The author presents a pathologic and therapeutic 
review of frostbite. The injury is divided into 
four degrees of severity: (1) first degree, charac- 
terized by erythema, edema and desquamation of 
the superficial layers of the skin; (2) second de- 
gree, manifested by blister formation. In this 
stage only a partial thickness of the skin is in- 
volved; (3) third degree, ulceration into the sub- 
cutaneous tissue. Here the full thickness of the 
skin is involved and (4) fourth degree, character- 
ized by damage to adjacent soft tissue and bone 
with loss of the part. 

The records of 93 cases of cold injury were 
reviewed. Thirty-five of the cases had gangrene 
of the cold-injured part; in the remaining 52 
cases no tissue loss was noted. In 15 of the 35 
cases of gangrene, conditions seemed to indicate 
that actual freezing of the involved tissue had oc- 
curred. In this latter group no physician was in 
attendance during the time the tissue was frozen. 
Medical attention was obtained after thawing 
had apparently occurred. The patients initiated 
treatment of their own in one of three ways: 
(1) permitting the part to warm at room tempera- 
ture, (2) applying cold to the involved extremity 
and (3) by placing the involved extremity into 
warm water. It was the author’s impression that 
those patients who applied rapid warming had 
less tissue necrosis and seemed to fare somewhat 
better. 

From the review of the case studies surveyed 
and the already extensive literature on the sub- 
ject of cold injury and frostbite in particular, some 
generalization can be made. It seems that much 
of the tissue injury and necrosis associated with 
frostbite occurs during the freezing of the tissue. 
Vascular sequelae observed after thawing sug- 
gested intravascular thrombosis. 
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Phelan recommends that treatment be directed 
to the stage at which the frostbite is first ob- 
served. In the presence of tissue freezing, rapid 
warming in a water bath at 43°C. appears to be 
the most beneficial measure. After thawing of 
tissue has occurred, rapid warming is contrain- 
dicated. Treatment should then be directed to- 
ward maintaining circulation in the thawed part. 
The wound should be cared for according to the 
accepted principles of wound healing. Emphasis 
is placed on the prevention of infection in the in- 
jured tissue. (J. Internat. Coll. Surgeons, 32:501, 
1959.) 


Diagnostic Thoracotomy 


THE ETIOLOGY of a pleural effusion may continue 
to remain obscure in the face of recognized diag- 
nostic laboratory procedure. Such studies on 
aspirated pleural fluid as bacteriologic culture, 
cell block for malignant cells, protein and enzyme 
determinations may show nothing abnormal. 
Bronchoscopy with aspiration biopsy or trans- 
bronchial lymph node biopsy may shed light on 
the pattern or may provide no explanation. The 
same may be said for scalene lymph node biopsy. 

The causes for pleural effusion are many, but 
in the older age groups multiple etiologic factors 
may be present, particularly primary and meta- 
static malignancy, although 50 per cent of patients 
with an idiopathic pleural effusion develop active 
pulmonary tuberculosis. The serious implications 
of the condition make accurate diagnosis a neces- 
sity. The authors therefore recommend that 
when diagnosis is still obscure after all conven- 
tional laboratory and clinical examinations have 
been done, a diagnostic small thoracotomy with 
pleural biopsy be undertaken. Lansden and Falor 
employ a 6- to- 8-inch incision through the sixth, 
seventh or eighth interspace on the involved side, 
placing the incision in the most dependent portion 
of the chest compatible with the level of the effu- 
sion. This small incision allows introduction of the 
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hand into the chest and the taking of an adequate 
biopsy, but it is still small enough to limit post- 
operative discomfort to a minimum. The incision 
may of course be extended should definitive sur- 
gery be indicated at this time. 

The authors report 17 consecutive patients in 
whom pathologic diagnosis was obtained by this 
method. Seven were cases of postpneumonia ef- 
fusion, six were carcinoma, one sarcoma, one 
lymphoma, and two patients were diagnosed as 
tuberculous pleural effusion. (J.A.M.A., 170: 
1875, 1959.) 


Cache Valley Virus 


DURING TESTING of wild-caught mosquitoes in 
Utah for the presence of western and St. Louis 
encephalitis viruses, Holden and Hess recovered 
a new viral agent. It has been named Cache 
Valley virus for the locality in which the infected 
mosquitoes were collected. 

This newly isolated agent causes encephalitis 
in infant mice inoculated either intraperitoneally 
or intracerebrally. Evidence was found suggesting 
that horses may become infected with Cache 
Valley virus under natural circumstances. Its 
possible importance in the health of humans or 
animals is not known, however. Further studies 
are in progress, for it is recognized that the 
etiologic agents in many cases of central nervous 
system disease among various animal species re- 
7 unidentified each year. (Science, 130:1187, 
959.) 


The Outcome of Pregnancy in Diabetes 


DEKABAN and Baird have subjected to statistical 
analysis their data on fetal wastage, mortality 
and morbidity in the offspring of diabetic and 
normal control mothers. They compared the out- 
come of 235 pregnancies in diabetic and pre- 
diabetic women with the corresponding data in 
249 pregnancies in matched normal controls. 
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Stillbirths and 
neonatal deaths 


Abortions 


Surviving 


Analysis of the outcome of pregnancy in 48 diabetic mothers, 
48 prediabetic mothers and 48 controls. 


Abortions and previable deaths, stillbirths and 
neonatal deaths were first analyzed. The results 
of this analysis are shown in the chart above. 
These values demonstrate clearly that fetal 
wastage in the diabetic woman is significantly 
greater than in the normal control. Fetal loss 
during the prediabetic stage is about midway 
between that in diabetic and normal control 
mothers. 

These results are in general agreement with 
the findings of other investigators. 

There were six abnormal surviving offspring 
in the sample of 157 diabetic pregnancies, which 
amounts to a total of 3.8 per cent (or 7.6 per cent 
of the surviving children). In the normal control 
sample of 249 pregnancies, there was only one ab- 
normal surviving offspring, which constitutes 
an incidence of 0.4 per cent. The difference in 
percentages in these two groups is highly signifi- 
cant. Dekaban and Baird conclude that the 
morbidity dating since birth in the offspring of 
diabetic mothers is also increased as compared 
with the sample of normal controls. (J. Pediat., 
55:563, 1959.) 

















Tips from 
Other Journals 


Preconstituted Intramuscular 
Oxytetracycline 


THE PARENTERAL intramuscular forms of the 
broad-spectrum tetracycline antibiotics have been 
available only in dry powder formulations requir- 
ing reconstitution immediately before administra- 
tion. Any remaining unused solution retains its 
potency only briefly, even under ideal refrigera- 
tion. Multiple daily injections have been necessary 
to maintain therapeutic blood levels. Attempts 
to decrease the frequency of preparing and ad- 
ministering injections oy increasing the dose have 
usually been frustrated by local pain resulting 
from the injections. Because of these factors, the 
need for a stable, well-tolerated, convenient, pre- 
constituted formulation of a broad-spectrum anti- 
biotic has long been recognized. 

Weinstein and his associates used a new precon- 
stituted intramuscular solution prepared by a 
process consisting of reacting proper molar ratios 
of oxytetracycline, a magnesium salt and an 
alkanolamine in an 80 per cent propylene glycol- 
water vehicle. This resulted in a convenient, sta- 
ble, effective and well-tolerated preparation. Two 
per cent lidocaine because of its local anes- 
thetic effect and asuitable antioxidant were added 
to complete the formulation. Solutions were pre- 
pared in 50- and 125-mg. per cc. concentrations. 

Intramuscular irritation studies were performed 
in rabbits using the preconstituted oxytetracy- 
cline. Single and multiple injections were given. 
Parallel studies were carried out using com- 
mercially available tetracycline phosphate com- 
plex with 2 per cent lidocaine at the same concen- 
tration and dose. The injections were roughly 30 
times the dose usually administered to human 
beings. The muscles were dissected and examined 
for local tissue irritation in the fresh state and 
then fixed in formalin solution for several days 
before final evaluation. Many more severe local 
reactions were noted in the animals that received 
the tetracycline phosphate complex. 
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Tolerance and blood level studies were per- 
formed in a series of patients with each concen- 
tration of the antibiotic. A standard 2-cc.-dose 
consisting of 100 mg. or 250 mg. of oxytetracy- 
cline was used in all of the studies either as single 
or multiple injections. 

With the 100-mg. dose satisfactory blood levels 
were achieved promptly and maintained for at 
least 12 hours. Patient tolerance and acceptance 
were excellent. No local tissue reactions were 
observed in any instance. The preconstituted 
oxytetracycline preparation when compared with 
commercially available tetracycline preparations 
was better tolerated. 

Serum antibiotic levels resulting from a single 
injection of 250 mg. of the preconstituted oxytet- 
racycline demonstrated significant therapeutic 
levels promptly, which were maintained through- 
out a 24-hour period. Single and multiple injec- 
tions of the 250-mg. dose were administered to 
more than 300 patients. Single injections were 
almost invariably well tolerated with only oc- 
casional complaints of mild pain lasting from 15 to 
30 minutes. Multiple injections were usually well 
tolerated when given at 24-hour intervals. More 
frequent injections, however, were occasionally 
associated with discomfort and more lasting pain. 
No instance of serious local reaction was observed 
in any patient even when the medication was in- 
jected every six hours. In every case preconsti- 
tuted oxytetracycline was better tolerated than 
commercially available 250-mg. doses of tetra- 
cycline. 

The present formulation of oxytetracycline ap- 
pears to overcome the disadvantages associated 
with available intramuscular forms of tetracy- 
cline. The material is stable, easily administered, 
well tolerated and produces satisfactory therapeu- 
tic blood levels. Its use is indicated whenever 
broad-spectrum antibiotic therapy is the treat- 
ment of choice in patients in whom oral therapy 
is inconvenient or impossible. (Antibiot. Med. & 
Clin. Therap., 6:526, 1959.) 
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National Resource, Health 


- (National Conference on Rural Health, Grand 


Rapids, Mich., Feb. 26) “If more people would 
spend as much time analyzing their personal and 
family health responsibilities as they do their 
weekly budgets, we could raise the status of our 
nation’s health by 50 per cent; extend the length 
of life by several years, and reduce considerably 
the amount of pain, suffering, illness and injury 
to each and every American. It is foolish for any- 
one to hide illness, neglect injury, conceal sus- 
picions about his health, ignore medical advice, 
or tear up a prescription.”—Dr. E. VINCENT 
AskEY, Los Angeles, AMA president-elect. 


No Slowdown With Age 


(Ibid., Feb. 26) SENILITY is inevitable when zest 
for living is lost. ““Based on a loss of motivation 
and interest, and to a large extent because of the 
fear of psychosis against exercise and exertion, our 
middle-aged and older people reduce their physi- 
cal activities with damaging if not disastrous 
results. I believe we must do everything we can, 
as we grow older, to resist the inclination to slow 
the tempo of our living. I am convinced that if 
you will just sit and wait for death to come along, 
you will not have long to wait.”—Dr. THEODORE 
G. Kiumpp, New York, N.Y. 


Rural Attractions 


(Ibid., Feb. 25) THE PHYSICIAN entering general 
practice in rural communities “will soon discover 
that he enjoys a degree of personal and profes- 
sional status in the community that would be the 
envy of his colleagues in the city.” The rural 
doctor will also find that financial security ar- 
rives sooner to him than the city physician. 
And he “will find that he is closer to cultural and 
recreational facilities than he thought he would 
be.”—Dr. Jack L. Gisss, Havana, Ill. 








Medigrams 


Irradiation of Heart 


(New York Heart Association’s Science Writers’ 
Tour, New York, Feb. 11) X-Ray irradiation of 
the heart appears promising as a nonsurgical 
means of producing dilatation of existing capil- 
laries and precapillary arterioles of the myocar- 
dium following coronary attacks. The method 
first was tested in dogs in whom one coronary 
artery was closed off surgically. Only 5.5 per cent 
of control dogs survived, compared with 91 per 
cent of those receiving irradiation. In human 
trials, the method now appears hopeful, although 
the mechanism of effect is not clear.—Drs. IVAN 
D. BARONOFSKY and ELLIOT SENDEROFF, Mount 
Sinai Hospital, New York. 


War Gases and Doctors 


(California Medical Association, Los Angeles, 
Feb. 23) THE NATION’S doctors should be given 
facts about newer wartime poison gases which 
can kill outright, paralyze temporarily or de- 
range the mind. Most physicians are not aware 
of their potentialities or possible therapies. This 
is a dangerous situation and “‘our national secu- 
rity demands that we know a great deal more 
about biologic warfare than was previously 
thought fit for our ears.”—Dr. CEciL M. Coc- 
GINS, California Disaster Office, Sacramento, 
Calif. 


Preventing Little Strokes 


(Ibid., Feb. 24) THE ADMINISTRATION of heparin 
or other anticoagulants, or drugs which dilate 
blood vessels, may prevent little strokes before 
they occur. The drugs should be administered 
at earliest symptoms. These symptoms include 
the following: vertigo, spinning sensations, blur- 
ring of vision and muscular weakness.—Dr. 
WILLIAM W. ANDERSON, University of California 
Medical School. 








Medigrams 


“Immune Milk” 


(Arthritis and Rheumatism Foundation announce- 
ment, New York, March 3) “In spite of all the 
claims made for it, ‘immune milk’ is, unfortu- 
nately, just the latest of hundreds of misrepre- 
sented products offered to cure or relieve rheuma- 
toid arthritis.’”” The milk allegedly confers “im- 
munity” to arthritis from antibodies produced in 
the udders of cows injected with streptococcus 
and staphylococcus vaccines.—DrR. RONALD W. 
LAMONT-HAVERS, foundation medical director. 


TB Eradication 


(National Tuberculosis Association announce- 
ment, New York, March 2) TUBERCULOSIS could 
be eliminated in this country through wide- 
spread, effective use of present TB drugs. Such a 
cooperative plan calls for adequate treatment of 
all persons with active tuberculosis and selected 
persons with inactive disease. ““This means that 
an intensified effort must be made to locate every 
person suffering from tuberculosis and see that 
he is properly treated with a drug or combination 
of drugs known to be effective against this com- 
municable disease.”—Dr. H. McLEop RIGGINs, 
association president. 


Food and Emotions 


(Symposium on American Diet, Melamine Council, 
New York, Feb. 16) MANY children suffer from 
emotional conflicts centered around the feeding 
process. To avoid such conflicts, parents must 


know what an adequate diet is, and how to 
serve it with variety. Then “‘you have the respon- 


sibility to be quiet. Nonverbal example on the . 


part of parents accomplishes far more construc- 
tively and far less destructively than a verbal 
diarrhea on the subject of food.’”-—Dr. Cuar- 
LOTTE M. YOUNG, Cornell University nutritionist. 


Etiology of Lung Cancer 


(Association of Operating Room Nurses, New 
York, Feb. 23) INJECTION of cigarette smoke into 
flask cultures of living cells slowed cellular 
growth for several hours, but no cancerlike ab- 
normalities developed. This suggests that in 
human lung cancer, smoking might serve as a 
conditioning agent, through chronic irritation, 
leading to greater susceptibility from carcinogens 
such as chemical agents or viruses not related to 
smoking or postulated carcinogens in the smoke 
itself—Drs. PHILIP COOPER and IRENE GOLD- 
RING, Albert Einstein College of Medicine, New 
York. 


Jet Age Physiology 


(Biophysical Society, Philadelphia, Feb. 25) Five- 
HOUR transcontinental jet flights may produce 
subtle but significant effects and stresses by up- 
setting the normal rhythm of living. Increased 
adrenal activity may result from sudden trans- 
plantation into a different period of normal night- 
and-day rhythm. The subject is one meriting 
research.—Dr. C. PITTENDRIGH, Princeton Uni- 


versity biologist. 
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Readers are encouraged to submit inquiries to GP. 








Information Please 


These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Infusion of Whole Blood 


Q. Regarding the infusion of whole blood, I would 
like the following questions answered: (1) 
What is the rationale, so widely followed, of 
never initiating the blood infusion with 5 per 
cent glucose solution? (2) Is there any formula 
or rule of thumb which may be used to estimate 
the amount of blood needed for infusion, based 
on the hematocrit reading prior to the infusion? 
(3) What is the current thought on the routine 
use of antihistamines added to the blood prior 
to infusion? (4) What is the explanation for 
the following commonly occurring situation: 
initial hematocrit—26 per cent; hematocrit 24 
hours after 1,000 cc. blood—27 per cent; 
hematocrit 24 hours after another 500 cc. blood 
—86 per cent? 


A. 1. There is aggregation of cells and protein 
in 5 per cent glucose solution. This may be easily 
demonstrated in a test tube. Hemolytic trans- 
fusion reactions sometimes of very serious nature 
have been described as a consequence. 

2. A 150-lb. adult of average build has 
approximately ten pints of blood in his circu- 
lation. If one knows the patient’s hematocrit 
as compared to a normal hematocrit of 45 per 
cent then one can readily calculate the approxi- 
mate amount of blood needed to restore the 
patient’s level to normal. Most important, how- 
ever, should be the realization that many trans- 
fusions are given without reasonable indication 
and, furthermore, that it is very seldom indeed 
that a hematocrit needs to be restored to a 
normal level. In order to state the case more 
strongly, it may be said that in almost all in- 
stances in which a physician attempts to restore 
the hematocrit to a normal level by transfusion 
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therapy he is revealing a basic lack of under- 
standing of the problem—this despite the fact 
that the practice is a common one. 

8. There is absolutely no excuse for the 
routine addition of antihistaminics to blood prior 
to transfusion. This only endangers life one bit 
more. It is true, however, that in those patients 
who require transfusions repeatedly and in the 
process manifest allergiclike reactions the addi- 
tion of antihistaminics may be of value but 
again as a routine procedure the practice can 
only be condemned. 

4. There is a delay in the adjustments in 
plasma volume after administration of whole 
blood, thereby leading to a lag and increase in 
hematocrit in proportion to the amount of red 
cell mass given. Nevertheless, the data cited are 
more suggestive of inadequacy of the laboratory 
since even acceptable limits of error in the 
hematocrit cannot be invoked to account for 
the minimal rise after 24 hours. Presumably the 
data given are on a patient who is not having an 
acute blood loss continuing during the observa- 
tion period followed by dehydration and other 
factors which would cause wide swings in 
hematocrit level. 


Fourth Polio Shot 


Q. Have there been cases of encephalitis reported 
following the fourth polio shot as a proved 
cause-and-effect relationship? A patient read 
something to that effect in a magazine and is 
now quite worried about receiving his fourth 
polio shot. 


A. I assume that your question suggests a re- 


action to poliomyelitis vaccine like those that 
occurred when the vaccine was first made avail- 
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able. Such reactions were due to inadequately 
prepared vaccine in which the virus was not 
killed. The “reactions” were, in reality, infec- 
tions (polio). Since more careful preparation of 
a killed vaccine has been achieved, I know of no 
such reactions (infections) occurring. I strongly 
recommend a fourth polio vaccine injection at 
the appropriate interval. 


Poor Weight Loss Regimen 


Q. I have had several patients ask me if I give 
“injections” for weight loss regimen. I believe 
these people are referring to the mercurial 
diuretics. Is this a recommended form of treat- 
ment for obesity? If not, please discuss the 
hazards, if any. 


A. The loss of weight following the injection 
of mercurial diuretics is a consequence of de- 
hydration induced by these drugs. They do not 
actually cause any diminution in body fat and 
hence are useless insofar as the treatment of 
obesity is concerned. Since there is some hazard 
to the use of mercurial compounds, this form of 
therapy is not only deceptive but potentially 
harmful and is contraindicated in the treatment 
of obesity. 


Virus Cold Inoculation 


Q. What is the present status of the virus cold 
inoculation? 


A. Investigators in the field of the common cold 
believe that the viruses which cause the majority 
of common colds have not yet been identified. 
Certain identified viruses—the adenoviruses, for 
instance—sometimes cause a syndrome charac- 
teristic of the common cold but whenever large 
numbers of colds in adults are investigated only 
an occasional one is found to be caused by a 
known virus. Thus any vaccines made up of 
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viruses which have been identified would be of 
practically no value in preventing in adults the 
usual afebrile upper respiratory illness known as 
the common cold. In all probability the same 
holds true for children. Occasional epidemics of 
adenovirus infection occur in military recruits 
and for this reason adenovirus vaccines are of 
some value when given to recruits immediately 
upon their admission to the armed forces. 


“Humoral Mechanisms” 


Q. In recent years we have read of “humoral 
mechanisms.’ Isn’t this a reversion to medi- 
eval terminology? What is meant by the term 
“‘humoral’’? 


A. ‘Humoral mechanisms” is not a reversion 
per se to the “humors” of Hippocrates (blood, 
phlegm, yellow bile and black bile) but is a 
modern term to include hormones which act 
on body metabolism, including the steroids. In 
fact, in general use the “humoral mechanisms” 
are those in biophysiology produced by our hor- 
mones—thyroid, insulin, ete. 


Cold Vaccines 


Q. Has clinical research confirmed the therapeutic 
value of oral or parenteral cold vaccines? 


A. There is no evidence that oral vaccines for 
the common cold have any therapeutic value 
Over a period of many years suspensions of killed 
bacteria have been injected parenterally as pro- 
phylactic agents for the common cold but there 
is no clear-cut scientific evidence that these are 
effective. Recently, viral preparations have been 
used experimentally, notably suspensions of the 
adenoviruses, but only a small proportion of cases 
is caused by the adenoviruses. It can be con- 
cluded that no reliable oral or parenteral cold 
vaccine is available. 
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Preventive Medicine in Private Practice 


THEODORE J. BAUER, M.D. 


Dr. Bauer, deputy chief of the USPHS Bureau 
of State Services, points out that 

preventive medicine is as great a challenge 

to the private practitioner as it is to 

the health official. 


AMONG the most impressive changes in the prac- 
tice of medicine are those relating to the field of 
preventive medicine. When I was graduated from 
school, the physician who went into clinical medi- 
cine expected to spend most of his time treating 
the acutely ill. Most of us who were interested 
in preventive medicine went into public service, 
because it was in the health department, with its 
sanitation and communicable disease control 
programs, that practically all preventive action 
was centered. 

Progress has changed all this. It is no longer a 
question of the health officer spending the bulk 
of his time trying to save the population from 
communicable and filth-borne diseases and the 
private physician spending most of his time 
treating those who did not escape. With better 
sanitation and advances in immunology and 
treatment, these diseases have diminished in im- 
portance. 

The big health problems of the present are the 
chronic diseases and disabilities which afflict all 
ages but chiefly those of us, who, having escaped 
or survived the communicable diseases in our 
childhood and youth, are moving into the middle 
and older age groups. 

If it were really true that we did not know how 
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to control and treat the chronic diseases and dis- 
abilities, I would not have a topic—or at least, 
not this topic. Actually, there is a great deal 
that can be done for cancer, heari disease, mental 
illness, arthritis and all the long list of chronic 
conditions which afflict an estimated 42 per cent 
of the over-65-year age group and about 10 per 
cent of the younger age groups. Also, as you are 
probably aware, the difference between what can 
be done in these fields and what is being done is 
comparable to the difference between a mountain 
and an ant hill. 


Medicine Faces New Challenge 


In this fact lies the great challenge to the 
modern physician, be he health official or private 
practitioner. Tens of thousands of lives are being 
lost or wasted away each year. This is not because 
there is nothing which can be done to prevent it, 
but because too little is being done. For example, 
about 15,000 women die each year from uterine 
cancer although this is curable in the vast major- 
ity of cases if detected early enough, as it can be 
by cytologic techniques. Glaucoma is the second 
leading cause of blindness in the United States. 
With the tonometer, we could detect most cases 
in time to prevent blindness. About one million 
diabetics are getting no treatment because they 
do not even know they have the disease. An 
estimated two million people are facing the per- 
manent handicaps caused by syphilis, even 
though one shot of penicillin can cure early cases. 
Over 60 million people in the susceptible age 
group under 40 are still risking paralytic polio 
because they have not taken full advantage of the 
Salk vaccine. The new rehabilitation techniques 
which reduce the handicapping effects of stroke, 
arthritis, accidental injuries and other disabilities 
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in Private Practice 


are being used for only a fraction of the estimated 
four to five million persons who could benefit 
from them. 

There are dozens of other examples. “Too 
little’”’ and “too late’’ seem to sum up the fate of 
many a victim by the time he finally consults his 
physician. And this is despite the fact that there 
are now very few diseases or disabilities which, if 
they cannot be entirely prevented, cannot at least 
be retarded or their effects minimized by re- 
habilitation. 


‘Tools’ Used Too Little 


There are many reasons why we are in this 
paradoxical situation of having the tools to help 
but making so little use of them. 

One reason for this (and probably it is the 
major one) is human nature. The blessing of 
health is never fully appreciated until it is lost. 
Many a man who manages to afford a new car 
every year will tell you, with all sincerity, that he 
cannot afford regular medical check-ups for him- 
self and his family. If financial reasons are not the 
excuse, then it is time, doubt that the check-up is 
really worthwhile, fear or the endless number of 
alibis we humans can invent to avoid doing what 
we don’t want to do. 

Another reason is that progress has come so 
fast it is hard for the busy physician to keep up 
with all the innovations. I would hardly dare 
estimate the number of stroke patients and 
paraplegics who fail to get physical therapy as 
soon as they receive medical therapy. Usually 
there is a delay of weeks or months and, for 
many, physical medicine does not enter into the 
treatment picture at all. Yet exercises for the 
stroke patient are simple and easily learned, 
available to any physician. 

A third reason we fail to do all that we could 
is that sound community patterns for dealing 
with modern health problems have yet to be 
evolved. All these health problems have the com- 


mon characteristics of not being entirely amen- 
able to medical treatment alone. Case finding, 
follow-up, the provision of nonmedical facilities 
and services are all as basic to chronic disease 
control as is medical care itself. The physician 
can hardly be expected to stand on the street 
corner and drag in for examination the appar- 
ently healthy man or woman who may be har- 
boring a cancer. Nor can he follow through to 
find out and deal with the personal or social prob- 
lems that may be preventing his patient from 
following the dietary, exercise and other regi- 
mens he recommends. If his community has no 
nursing homes for the long-term patient, no 
physical therapy center for the handicapped and 
lacks the various other nonmedical facilities and 
services that the chronically ill require, the phy- 
sician alone cannot create them. On the other 
hand, all these auxiliary services are of little 
avail to the patient unless they are closely inte- 
grated with medical care. You cannot have a 
health department or some other community or- 
ganization setting up a control program without 
directly involving the private physician. 

This problem of effective community organiza- 
tion is the most serious of the aforementioned 
three deterrents to progress. Demand for service 
on the part of the public and for knowledge on 
the part of the physician could be both stimulated 
and met under the right kind of community 
health structure. But what is the right kind? 

For many years, public health people thought 
they knew the answer: A well-organized, full- 
time, adequately staffed health department 
equipped to serve the physician, the patient and 
the public. We still think that is a pretty good 
answer, but the high levels of health enjoyed by 
most of the people in states that have not had the 
modern local health department concept have 
made us aware that this is not the only answer 
and may not even be the best answer for all com- 
munities. The Institute of Agricultural Medicine 
in Iowa is making a study which may throw 
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further light on this question. Other studies are 
also in progress, including the Great Plains, 
Colo., study which was started last year under 
PHS sponsorship. However, America is too vast 
and its communities too varied to make it likely 
that there will ever be any one right answer to 
their common problems. We can use the findings 
of these studies as they come along, adapting 
them to our special local needs and this will be 
helpful. In the meantime, there is much that can 
be done with the patterns and resources we al- 
ready possess. 

In Iowa, for example, although there are only a 
very few local health departments in the entire 
state, there are many other impressive health re- 
sources. There are a large number of well-trained 
physicians, strong state and county medical so- 
cieties, an excellent medical school, a number of 
outstanding clinical and hospital facilities, a good 
state health department and public health nursing 
services available in many areas. The problem is 
how to make full use of these very substantial re- 
sources in dealing more effectively with chronic 
illness and disabilities. 


Must Use Existing Sources 


Medical leadership, it seems to me, holds the 
key. By putting more emphasis on preventive 
medicine, the private physician, right in his own 
office among his own patients, can do a great deal. 
By drawing upon other, already existing re- 
sources, he can do even more. I illustrate this 
statement with a few specific examples. 

Diabetes. Clinical studies, some of the best of 
which have been done on juvenile diabetics in 
lowa, prove conclusively that diabetes, when 
diagnosed early and treated continuously by 
careful management of diet and insulin or hypo- 
glycemic drugs, gives a much better prognosis 
than the case diagnosed later and allowed to con- 
Unue with uncontrolled disease. It follows, then, 
that the physician must be equipped to uncover 





Many a man who buys a new car each year says he can’t 
afford regular medical check-ups for himself and his family. 


the covert case and not wait until the appearance 
of symptoms brings the patient in for treatment. 

Studies of case-finding procedures show that 
urine sugar analysis is not a good procedure for 
finding diabetes. However, a postprandial blood 
sugar or, even better, a blood sugar analysis one 
hour after a known glucose meal of 50 to 100 Gm. 
will screen out most of the persons who should be 
given a careful diagnostic workup, including a 
standard three-hour GTT. 

If the private physician will give this screening 
test to all his patients, he will usually find that 
they fall into three groups: (1) A normal CHO 
metabolism group who should only be followed at 
two-to-three year intervals; (2) a group of “‘pre- 
diabetics” with abnormal CHO metabolism but 
not frank diabetes (This group is eight times as 
likely as the normal group to develop diabetes 
and should be checked at least once a year. If 
overweight, they should be put on a reducing 
diet.), and (3) the group of actual diabetics who 
will need careful instruction and frequent follow- 
up. 

Studies in well-ordered clinics indicate that a 
diabetic patient needs at least eight hours of in- 
struction in order to follow directions intelli- 
gently. It has also been demonstrated that a fre- 
quent check-up of the patient’s retinal, cardio- 
vascular, kidney, nerve and other organs is of 
tantamount importance. But how is the busy 
physician to find time to give this instruction and 
to see that the patient reports for check-ups? He 
doesn’t. The patient gets inadequate care, and 








the physician worries because he knows that the 
patient is not receiving proper preventive ther- 
apy. 

It is at this point that the preventive-minded 
physician draws upon other health resources. In 
this case, it is the county nurse. She can make 
home visits to teach the patient specialized tech- 
niques for his care. She can hold group instruc- 
tion for a number of patients. She can persuade 
the “wayward” patient, as well as the “pre- 
diabetic,”’ to return to the physician for routine 
check-ups. 

Cancer. You are probably familiar with the re- 
sults of the studies conducted in Memphis, Tenn., 
using cervical exfoliative cytology as a case- 
finding procedure. Briefly, this is what was found: 
Out of each 1,000 women examined, 19 were 
found to have positive slides. Of these 19 positive, 
about eight were diagnosed as cancer. Of those 
with cancer, half were in situ so that treatment, 
in those cases, was truly preventive. 

Obviously, this lifesaving technique should be 
made available to all women. The physician can 
reach many of them who come to his office for 
other reasons. He can also cooperate in com- 
munity screening programs. In a few states, the 
state medical society and the state health depart- 
ment have put technicians and pathologists in 
state or district laboratories to screen slides and 
to diagnose positive slides for all physicians who 
submit specimens. In other states, the health de- 
partment pays for cervical smears when the 
physician sends them to certain laboratories. The 
validity of cervical cytology as a lifesaving pro- 
cedure is unquestioned. The only problem is one 
of organization to assure qualified facilities which 
will meet the requirements of the physician and 
his patient. 

Cancer of the rectum and colon also takes an 
unnecessary toll of human life. Such cancers re- 
present 17 per cent of all cancer mortality in the 
United States. Yet 50 per cent of these lesions can 
be found by digital examination of the rectum 
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and two-thirds can be located if a procto sigmoid- 
oscope is used. These figures do not include the 
polyps and other potential precancerous lesions 
found by such examinations. When a preventive 
medical procedure has been simplified to the 
point where it only requires a trained finger ex- 
ploring the rectum, it is difficult to conceive of 
much further simplification. From the data being 
accumulated in epidemiologic studies of cancer, 
it is evident that cancer of the rectum and colon 
is being brought to treatment at an appreciably 
earlier stage today than it was a number of years 
ago. Yet much more can be done. 

Communities can (and many have) established 
a number of facilities for the physician and his 
cancer patient. In addition to home nursing serv- 
ices, there are cancer loan closets which provide 
equipment for home care. In many states, regis- 
ters of cancer patients are maintained so that 
physicians can contribute to the joint effort to 
unravel the enigma of cancer. Health education 
materials of high quality are available to the 
physician who wishes to avail himself of such 
materials and services for his patients. 

Glaucoma. It is hard to believe, but 15 per cent 
of all the persons who receive public assistance 
because of a blindness have a medical diagnosis 
of glaucoma. The implications of this insidious 
disease in our modern, mechanized, rapidly mov- 
ing society are legion unless steps are taken to 
prevent blindness and serious vision loss. This 
can be done by early diagnosis and treatment. 
The glaucoma consultant committee to the PHS 
(all members are ophthalmologists who have 
specialized in glaucoma), reports that the major- 
ity of cases could be brought to treatment in time 
to prevent blindness if physicians would do rou- 
tine tonometry on all patients 40 years of age and 
over. All patients so tested and found positive 
should be followed up immediately with a diag- 
nostic examination and those with confirmed 
glaucoma should be placed under and kept under 
treatment. Here again, there is a need to organize 
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screening programs to reach all persons over 40 
and to use county nursing facilities for home 
visiting and follow-up with patients. 

These three diseases—diabetes, cancer and 
glaucoma—are merely illustrative of many dis- 
ease areas in which the private physician can 
undertake practical, immediate steps for treat- 
ment and cure without making any major change 
in the normal pattern of his own practice or in the 
pattern of organized health services now operat- 
ing in his community. 


New Health Hazards 


It would be hoped, however, that the private 
physician’s concern with preventive medicine 
and public health would not stop at this point. A 
broader type of medical leadership is needed now 
and the need becomes increasingly urgent as our 
advancing technology produces social and en- 
vironmental changes that create new health 
hazards. 

For example, air pollution is becoming more 
serious all the time and the problem is not limited 
to our large cities. We need to know much more 
than we do about its effect on health, yet a num- 
ber of toxic properties in polluted air have al- 
ready been identified. 

Water pollution is an even more imminent 
problem. Unless curbed, eventually we will either 
have to endanger health by using inferior water 
or slow down economic progress by limiting use 
of water resources. 

Radiation is another new and growing prob- 
lem. The public is going to need enlightened 
medical leadership if it is to steer a sane course 
between the Charybdis of panicky fear that 
would deter progress in the development of nu- 
clear energy and the Scylla of exploitation of the 
new energy source in ways that would endanger 
the health of future generations. 

Because health is the key factor in these com- 
munity problems, medical leadership is called for, 


GP April 1960 





The county nurse can be of immeasurable aid to the busy 
physician. She can, for example, take over diabetes instruction 
classes and teach specialized care techniques. 


both to alert the public to the need for action and 
to guide the course of such action. 

Obviously, with a busy practice to attend to, 
it is not easy for the private physician to find the 
time to participate fully in community affairs, 
even though they relate directly to the health of 
the people he serves. Obviously, too, in com- 
munities where there does exist a well-organized 
and well-staffed health department, the private 
physician can be spared some of the more time- 
consuming duties that community organization 
of this type entails. Nevertheless, it is hard to 
escape the fact that, as the pattern of health 
needs changes, so the pattern for meeting them 
will change, and this will affect the private phy- 
sician. If physicians do not take the lead in di- 
recting this change, others (who are less well- 
equipped), will do so. 

The burden of long-term illness and disability 
is already mounting beyond the point of public 
tolerance and the broader community health 
problems of pollution and radiation are causing 
increasing concern. The private physician cannot 
prevent change, but he can influence, construc- 
tively and decisively, the mould into which 
change is channeled. 
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In this issue, GP presents 

the fifth in a new question-and-answer series. 
It is not intended to be a scientific survey. 

It merely reflects opinions gathered 

through a random sampling. 


And Your Opinion, Doctor? 


What practical inducements and personal considerations caused you to enter 
general practice instead of a limited specialty? 


The choice of general practice vs. a specialty does Since dropping a specialty, I have been much 
not depend entirely on special skill or intelligence. happier doing general practice.—JOHN J. Barry, 
There are intelligent general practitioners and M.D., Chelmsford, Mass. 

mediocre specialists, just as the opposite con- 

tingency exists. As a boy, I saw the efforts of my father, who was 

Finances loom large in considering the differ- one of the pioneer rural physicians in Oklahoma. 
ence. The way the tax structure is set up makes It was easy to see the devotion he had to his prac- 
it very difficult to “‘catch up”’ financially. Those tice and the respect his community had for him. 
of us who married early and had children quickly He later restricted his practice to EENT, but 
had this situation as another important factor. many of his patients still came to him for advice 
My wife was not about to make the sacrifice in general medicine. The people seemed to want 
which three or four years of residency training complete medical care, and it was interesting to 
would entail, and she told me so. note the challenge of general practice. 

And, as my father (who is a general practi- Smaller communities have been more intrigu- 
tioner) once said, “‘I would hate to just look down ing than larger communities; consequently, it is 
throats all the rest of my life.”” One of my special- practical to practice general medicine and sur- 
ist friends said he went into a specialty because gery. Visiting with two brothers (who are board 
general practice was too vast a field for him to feel certified) convinces me further that general prac- 
adequate. I agree, but there is no branch of medi- tice is more challenging and more gratifying, al- 

: cine as rewarding and interesting as general prac- though possibly not so rewarding from a financial 
tice. Besides, we can always refer! standpoint, but that’s just money.—FRANK L. 

I recently had the opportunity to leave general HARMS, M.D., American Falls, Ida. 
practice and join a very good drug company at 
a salary greater than the one I am now making. The first and most important answer to this 
There were regular hours, paid vacations, assured question is that I love the general practice of 
income, sick benefits and the chance of living a medicine and always have. I knew by the time | 
normal, productive, stimulating life. I turned it was 5 years old that I wanted to study medi- 
down.—JOHN O. GEORGE, M.D., Bedford, Pa. cine, so all the way through my school years, 

there was never any doubt or indecision as to 
I was an anesthesiologist in 1946, practicing on a what I was preparing myself for. 
private fee basis, but was forced into accepting a I love people and want to help them in any 
salary by the hospital. I then went into private way I can. The practice of general medicine, 
general practice and after the first year found which includes all phases of the troubles life has 
that I was financially able to drop the hospital. in store for us, gives me great happiness and 
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“7 would hate to just look down throats all the rest of my life.” 


makes me content, though at times it is very hard 
to keep up with everything in the way of new 
drugs, treatments and disease conditions, which 
are not exactly as they were 20 years ago. 

I have never wanted to change my career.— 
C.Y. WASHBURN, M.D., Cabot, Ark. 


I felt general practice was the field I was best 
suited for and would like the best. In addition, 
perhaps it was because I was married and broke 
when I finished school. However, I believe all 
specialists should serve two or three years in 
general practice before going into a special field. 
—JAMES H. GRAY, M.D., Belle, W.Va. 


The fact that I had several dependents caused me 
to enter general practice instead of going into 
surgery as I had planned. I’m not a bit sorry—I 
like being a general practitioner!—EDWARD A. 
FLANIGAN, JR., M.D., Baltimore, Md. 


Even though I was trained as an internist, I felt 
there was a far greater need for a ‘“‘family doctor” 
than for another specialist—Davip C. DEWEES, 
M.D., Wakefield, RI. 


There were no practical reasons to force an entry 
into general practice. The first two years of medi- 
cal school, it was my vague intention to specialize 
in some interesting field, but as we went through 
the clinical third year, all aspects of practice were 
equally absorbing. It seemed that the more medi- 
cine was compartmented, the more it overlapped. 
The over-all picture was more challenging than 
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an isolated segment. The lack of focus of responsi- 
bility in the specialized organization was disturb- 
ing to my concept of how the patient and his 
family should be managed. 

There was one unpleasant factor which had to 
be weighed. Too often, case presentations were 
begun with an uncomplimentary reference to the 
“L.M.D.” who had seen the patient prior to hos- 
pital admission. It was necessary to accept the 
idea that I would soon be this unpretentious per- 
son.—J.N. Moorg, M.D., Madison, Wis. 


As a child, I “‘worshipped” the family doctor. 
This respect that I carried with me as the years 
went by made me decide at an early age to be- 
come a family doctor like him. As the study of 
medicine unfolded the marvels of the body and 
its reactions to the environment, limiting my 
practice to just one segment of the body seemed 
too narrow and uninteresting.—CLIFFORD H. 
HUDSON, M.D., Fork, Md. 


My father had been in general practice 30 years 
when I completed my internship. At that time, I 
was not accepted for service, and as priority for 
residencies was given to returning service men, I 
joined my father in general practice, and have 
been very happy as a family physician.—NICHO- 
LAS W. RIEGLER, JR., M.D., Little Rock, Ark. 


I was graduated from medical school in June, 
1932, spent one year in a rotating internship and 
passed my state board examinations in June, 
1933. At that time I was without funds and had 
completed nine years of study and intense priva- 
tion preparing for the practice of medicine. I 
could not locate a salaried position and so con- 
cluded that the time had come to capitalize on 
my years of preparation. I married a graduate 
nurse (equally destitute of riches), opened my 
office on July 1, 1933 and seven days later col- 
lected my first fee. Once in general practice, I 
never deviated from my course and have re- 
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And Your Opinion, 
Doctor? 


mained in the location I first selected.—HEWITT 
W. SMITH, M.D., Harrington, Del. 


As I am the son of a urologist, it would seem para- 
doxical to state that since early in my educational 
development, a lasting desire for the general prac- 
tice of medicine was kindled. There seemed to be 
no question of entering the practice of medicine, 
and after having been admitted to medical 
school, there seemed to be no question but that 
general practice in a small rural town would be 
my career. Practical inducements would be the 
opportunity to accept and discharge the total 
responsibility for a community’s health and that, 
having been graduated from St. Louis Univer- 
sity, coupled with an adequate rotating intern- 
ship, I felt fully prepared to enter private prac- 
tice. As for personal considerations, I believed 
general practice could offer the fulfillment of the 














“As a child, I ‘worshipped’ the family doctor. This respect 
that I carried with me as the years went by made me decide to 
become a family doctor like him.’ 
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aforementioned goal; the opportunity to prac- 
tically apply the knowledge my training had 
given me; the opportunity to become a complete 
and genuine family physician and counselor, and 
the chance to make a living—WILLIAM H. 
THOMAS, M.D., Lindstrom, Minn. 


Having been raised in the country, with a desire 
to continue living there, I really did not give 
serious consideration to any other phase of medi- 
cine except general practice. My ambition was to 
be a country doctor, but there were, of course, 
practical inducements: The stature of the doctor 
in the small community; quick establishment of 
a livable income, followed by a more than ade- 
quate income, and the feeling of being needed in 
the small community. While attending the Uni- 
versity of Arkansas School of Medicine, I heard 
Dr. Jeff Banks and Dean Hayden Nicholson con- 
tinually stress the importance of being participat- 
ing citizens. To be a physician and a participating 
citizen, one must assuredly first consider general 
practice.—EDWARD K. NORFLEET, M.D., Bristow, 
Okla. 


I think the facts of a shortage of physicians in 
my community, much encouragement from 
friends and residents of my county and the un- 
certain conditions about the time of World War 
II combined to influence me to try general prac- 
tice. In addition, my father had been in general 
practice for about 30 years in my home town, as 
had my grandfather before him. 

I have now been in general practice for 19 years 
(with the exception of time spent in military 
service), and would not change my work for any 
limited specialty. If medical students and interns 
today were given more training in general prac- 
tice, and if, after completing at least a two-year 
internship, they could be assured of hospital 
privileges anywhere, I believe more would be in- 
duced to enter general practice.—MINoR M. 
POWELL, JR., M.D., Coldwater, Miss. 
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In answering the question, I must state that I 
definitely differed from the majority of my col- 
leagues in the respect that I was married to a 
pediatrician who did not wish to start practice 
until I could. Money was probably my greatest 
reason for not specializing, combined with the 
fact that no specialty was particularly appealing 
to me. Important, but secondary, I believe, was 
the relative freedom afforded me in a general 
practice. —WILLIAM A. PRATT, M.D., Opportunity, 
Wash. 


The desire to enter general practice was created 
as the result of being unable to take a residency 
in general surgery. While taking a preceptorship 
in general surgery, it was ruled that to be board 
eligible, actual formal training was required. As 
I was financially unable to do this, I entered 
general practice—BEN C. BISHOP, M.D., Craw- 
ford, Neb. 


The entire field of medicine intrigued me and was 
a challenge. I could not decide to leave out any 
part or specialty field. In addition, at the time I 
finished my internship and emergency hospital 
work, I needed to begin making my own living. I 
could not afford to take a long residency. I have 
never regretted my decision, although I have 
narrowed my field by eliminating obstetrics and 
reducing participation in advanced phases of 
some other fields——THomas E. KELLY, M.D., 
Dallas, Tex. 


I could not see that I liked one field of medicine 
better than any other. Then, having reached the 
limit of borrowing ability during the depression 
that was present when I was interning, I decided 
to stop intern work and enter private general 
ae W. JONES, M.D., Dade City, 


I entered general practice because I sincerely 
believe that medicine can only be appreciated 


GP April 1960 











“T was married and had three children, and it was time that 
I began to provide for them.” 


and enjoyed by specializing in the entire indi- 
vidual instead of only one segment. A good gen- 
eral practitioner is a multispecialized physician 
who can successfully cope with the common-day 
problems encountered in an everyday practice.— 
GILBERT BOGEN, M.D., Chicago, Ill. 


General practice had been a challenge that I 
wanted to meet even during the clinical years in 
medical school because it involved broad, general 
knowledge and wide experience in common medi- 
cal problems, as well as dealing with people who 
are more than just patients. Community prestige 
was also a consideration. Certainly, a feeling of 
responsibility to my wife and children entered 
into this decision. A specialty would have meant 
postponing many things we wanted and needed. 
—WILBUR R. BIRK, M.D., Hastings, Mich. 


Practical inducements consisted of a lack of suffi- 
cient funds and a reluctance to increase my debts. 
However, personal considerations were probably 
more important in the sense that I found no par- 
ticular branch of medicine so fascinating that I 
would wish to exclude all the rest. Also, I was 
and am satisfied to work for a living without the 
need of the boost that seems to come from be- 
lieving oneself an ‘“authority.”—WILLIAM A. 
WALLACE, M.D., Portland, Ore. 


I entered general practice because I could hon- 
estly say I had no outstanding specific interest in 
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And Your Opinion, 
Doctor? 


one field of medicine. I enjoy a variety of en- 
deavor. I believe firmly in the term “general.” 
The care of routine problems is just as important 
to a sick person as the care of some exotic malady. 
General practice offered greater down-to-earth 
practical contact with “‘people’’—a term synony- 
mous with “‘patient’”’ in my vocabulary. I felt 
confident that I could make a comfortable living 
for my family, with diligent, honest work, any- 
where the family doctor is an accepted, essential 
part of the medical scene.—THOMAS N. TRAUBA, 
M.D., Citrus Heights, Calif. 


I was trained in general practice, and my army 
service enhanced this. After the war, I was un- 
able to get a satisfactory residency and there was 
a practical need to start earning for my family. I 
continued in general practice when it proved 
interesting, challenging and rewarding, both pro- 
fessionally and financially.—LEo S. WOOL, M.D., 
Miami, Fla. 


I entered general practice after completing one 
year of a surgical residency. I was married and 


had two children and it was time that I began 
to provide for them. I also realized that the sur- 


' gical training I had was adequate for the general 


work I intended to do. I believed that general 
practice would be.more rewarding as far as inter- 
est and patient contact were concerned.—C.W. 
STIEHL, M.D., Algoma, Wis. 


Financial reasons were the first of the practical 
inducements which caused me to enter general 
practice. A good residency does not pay enough 
to support a family. Being a foreign graduate, I 
noticed from experience that chances for an un- 
known, foreign doctor to get referrals or hospital 
privileges were very slim. 

Specialty training is obviously lacking in prac- 
tical application since the young specialist must 
still continue to work under lengthy supervision. 
This is certainly more obvious in surgery where 
the young doctor may spend two or three years 
just holding retractors. Some older doctors are 
reluctant to give the young physician a chance to 
gain practical experience.—L.S. MORENO, M.D., 
Norfolk, Va. 
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New ALMOST 8,000 new physicians were licensed to practice medicine in the United States 
in 1958. According to the AMA Council on Medical Education and Hospitals, 6,155 of 
Physicians _ the 7,809 new doctors were licensed through written examination, and 1,654 by 


endorsement of credentials. However, approximately 3,700 physician deaths were 
reported for the same period, so the over-all gain in doctor population was 4,109. 

The number of licenses issued on a geographic basis were: New England, 470; East 
North Central, 1,447; Middle Atlantic, 1,708; West North Central, 784; South At- 
lantic, 1,184; East South Central, 446; West South Central, 748; Mountain, 129; 
Pacific 790, and territories and possessions, 103. 

Twelve approved U.S. medical schools had no failures among their graduates who 
were examined. These include Stanford University, Chicago Medical School, Uni- 
versity of Chicago, Boston University, Wayne State University, University of 
Mississippi, University of Missouri, University of Nebraska, Albany Medical College, 
University of Oregon, University of Pittsburgh and the University of Utah. 
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Indiana’s 
Family Practice 
Program 





A special journal study club, composed of trainees and faculty ad- 


MARILYN BENSON 


NEXT YEAR, the “Family Practice Program,” a 
pilot study in a new phase of medical education, 
will get underway at the Indiana University 
Medical Center. Based on the proposed graduate 
program of the American Academy of General 
Practice and the AMA, the Indiana plan is a 
two-year intensive educational program for 
young physicians who plan to become family 
doctors. 

The new program will provide a broader back- 
ground of experience in diagnostic and treatment 
problems which the trainee will encounter in his 
own practice. During assignments to outpatient 
clinics, the young physician will follow “his” 
patients through other medical services, and, if 
the patient is hospitalized, will continue to assist 
in the medical care. 


First Period a Rotation Phase 


The trainee enters the family practice plan as 
soon as he receives his medical degree. The first 
nine months will be spent in a rotation phase, and 
three months of this are devoted to emergency 
service. This service, under direct supervision of 
the Department of Surgery, consists of both an 
initial period of indoctrination in basic surgical 
Principles and techniques applicable to emer- 
gency work and of a subsequent assignment at 
Marion County General Hospital for experience 
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visors, will give special attention to pertinent scientific articles. 


in the management of simple fractures and other 
injuries, diagnosis of acute illness and observa- 
tion and participation in management of major 
medical and surgical emergencies. 

The next three months are set aside for basic 
instruction and experience in psychiatry. Train- 
ing at the Carter Hospital will include special 
attention to the area of family care and to the 
emergency management, hospitalization, dis- 
charge and outpatient follow-ups of patients with 
common psychiatric disorders. This portion will 
help the trainee in the diagnosis and manage- 
ment of emotional disturbances which he will 
encounter during work on the medical and pedi- 
atric services. 

The final phase of the first division consists of 
three one-month segments. During this time, 
the trainee will function substantially as a ro- 
tating intern in the medical, pediatric and Ob- 
Gyn services of Long Hospital. This period will 
be a preview session, as the second division is 
made up of training in these services. 


Actual Patient Experience 


Seven months are devoted to medicine. During 
this time, the trainee is based in the outpatient 
department, under the primary supervision of the 
medical chief of that department. Here he will 
actually practice outpatient medicine. Suitable 
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Indiana’s 
Family Practice 
Program 


patients will be directed to him—particularly 
those in whom follow-up care will be feasible and 
others whose illness is associated with or com- 
plicated by social and economic problems. Psy- 
chiatric consultation will be available. With this 
help, the trainee can assume responsibility for the 
management of emotional disorders similar to 
those he may face in actual practice. 

While on this service, the family doctor trainee 
will be permitted to admit a limited number of 
patients from his outpatient practice to his own 
service on the medical wards. At first, his ward 
work will be closely supervised by the assistant 
residents on the wards, but as his experience in- 
creases, so will his responsibility in actual patient 
care. 

Wherever possible, he will continue to follow 
these patients in the clinic after their discharge 
from the medical service. When his patients are 





If one of his patients is hospitalized, the trainee takes the role 
of the family physician, offering advice and counselling to both 
the patient and his family. 
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transferred from the medical service to other 
hospital services, he will be expected to follow 
them and provide what assistance he can (for 
example, the regulation of diabetes in a diabetic 
patient subjected to surgery). 

If one of his patients is hospitalized, the 
trainee takes the role of the family physician, 
explaining the nature of the illness and the need 
for hospital treatment to both the patient and the 
family; acting as a liaison agent between the 
family and hospital administrative personnel; 
counselling where possible in financial and in- 
surance matters (supervised by appropriate hos- 
pital authorities) and with the help of social 
services, exploring those community resources 
which can be of help in solving his patient’s 
problems. 

During the period on medical service, a special 
effort will be made to have the young physician 


initially evaluate and subsequently follow acutely 


ill patients who come to the hospital emergency 
room. This might include a patient with gastro- 
intestinal hemorrhage, who would be followed 
through an emergency barium study or other 
emergency diagnostic procedures and _ then 
through hospitalization. This portion supple- 
ments his earlier emergency experience. 

The trainee will also have experience in special 
clinics, such as dermatology and otorhinolaryn- 
gology, as part of the medical service. 

Five months of the program will be spent in 
pediatrics, and in three of these, the young doctor 
will serve as a resident on one of the inpatient 
services. The remaining two months will be in the 
outpatient service. At this point, he will have 
special experience in problems of the newborn. 

The last three months will be spent in obstet- 
rics-gynecology, with emphasis on office gynecol- 
ogy and nonoperative obstetrics. When the 
program was first planned, this phase was elec- 
tive, and, although most participants were eX- 
pected to devote the interval to Ob-Gyn, they 
could have taken additional work on other serv- 
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ices. However, after a conference with members 
of the Indiana Academy of General Practice, the 
faculty made it a required subject. (Obstetric 
training is a required part of the Academy’s pro- 
posed graduate program. In the AMA plan, it is 
optional.) 

In addition to the regular hospital training, the 
young physicians will participate with faculty 
advisors in a journal study club. This group will 
give particular attention to pertinent articles in 
the fields of medicine, psychiatry, pediatrics and 
obstetrics-gynecology. Lectures and conferences 
on medical economics, ethics, health insurance 
and other fields related to practice will be pre- 
sented by guest speakers and practitioners on the 
part-time medical school faculty. 

The Family Practice Program will accommo- 
date six trainees, three each year. The trainees, 


who will receive a stipend of $2,400 the first 
year and $2,700 the second year, will be selected 
through the National Intern Matching Plan and 
will be considered members of the hospital house 
staff. As the program progresses, it is conceivable 
that the number of trainees selected each year 
will increase. 

The program and the performance of partici- 
pants will be reviewed every six months by a 
committee of representatives from the depart- 
ments of medicine, psychiatry, surgery, pedi- 
atrics and obstetrics-gynecology. If this com- 
mittee believes a trainee’s performance is 
inadequate to warrant continuation in the 
Family Practice Program, he will be dropped. 
However, in all cases, arrangements will be made 
to provide him with at least the rough equivalent 
of a one-year rotating internship. 





WHAT OTHERS ARE SAYING... 


COLM BROGAN, a British author and journalist, says flatly that the British plan, 
medically speaking, is going ‘downhill and pretty fast.’’ Brogan asserts that many 
patients have turned their backs on the health service and are insuring themselves 


Public Opinion 
ia Against NHS 


je for private medical treatment. 

R “‘When the service was first brought in,’’ Brogan reports, “its Socialist sponsors 
in were sure that private medicine would virtually disappear in a very few years. It 
tor was thought that a handful of the wealthy might cherish the snob value of expensive 
ont private medical care, but the great majority of those who disliked the scheme would 
the soon get tired of paying twice and, as patients, would decide to become proletarians. 
ve “At first it looked as if this forecast would prove correct. Some doctors found 
rn. themselves with such a tiny handful of private patients that they openly said they 
et- would rather have none at all. Then the tide began to turn. The number of people 


medically insured for private treatment has risen by more than 1,000 per cent and 


. continues to rise so rapidly that the companies which do the business are nearly 
1 overwhelmed. 

” “The reason is simple enough. Socialist medicine is just not good enough. People 

- have decided, literally by the millions, that though they can’t escape paying their 

ey share of the huge cost of the service, they want no part of it. What they want is 

v- personal care.”—JOHN T. ALEXANDER, The Kansas City Star. 
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Nolan vs. Kechijian 


In the absence of exceptional circumstances, an 
operation without consent or in excess of consent, 
express or reasonably implied, constitutes a tech- 
nical “‘assault and battery’’ for which the physician 
and surgeon is liable in an action of trespass. The 
patient consented only to an operation which would 
build up ligaments of the spleen, with implied con- 
sent to free it of adhesions to the stomach. The 
physician and surgeon, in removing the spleen, was 
guilty of having committed a trespass. 


Mrs. Amanda Nolan consulted Dr. Harry 
Kechijian, a physician and surgeon, for pains in 
the region of her stomach, on the left side under 
the ribs. He advised her to go to Dr. William J. 
Butler for an x-ray examination, which she did. 
Dr. Kechijian told her and her husband, Charles 
E. Nolan, that her spleen required an operation 
“to build up the ligaments’”’ that held it in place. 

Acting upon such representation and the as- 
surance that the operation was not a serious one, 
the patient consented to have the doctor operate 
upon her for the condition that he had described. 
Mr. Nolan paid the doctor $150 on account (the 
total fee was $250), and shortly afterward the 


THE GENERAL PRACTITIONER AND THE Liuw 


In this series, a well-known legal author 
discusses some landmark cases 

in the continuing development of the law 
as it pertains to the tort liability 

of physicians. 


Negligence and Malpractice 


HOWARD NEWCOMB MORSE, LL.B. 


operation was performed. Mrs. Nolan subse- 
quently learned that the doctor had removed the 
spleen. 

Mr. and Mrs. Nolan brought an action in tres- 
pass in the Superior Court of Providence and 
Bristol Counties, R.I., against Dr. Kechijian. 
Mr. Nolan testified that he talked to Dr. Kechi- 
jian as he was leaving the hospital shortly after 
the operation; that the doctor was “highly agi- 
tated”’ and, on being asked how things had gone, 
replied: ‘Not as well as I expected . . . Well, we 
had to remove the spleen’; that the doctor 
started to walk away but then stopped and asked 
him if he needed any money; that upon receiving 
a negative answer the doctor said: ‘“You can have 
your money back if you want it—the deposit that 
you ‘made.”’ Then the doctor went away. The 
doctor never sent a bill or made any other de- 
mand for the balance of his fee. 

Dr. Butler’s testimony in substance was that 
Mrs. Nolan’s spleen was ‘“‘ptotic,’’ and that he 
had noted some adhesions holding it to the stom- 
ach. Dr. Constant E. Schradieck, who was the 
pathologist at the hospital when the operation 
was performed but who was retired at the time 
of the trial, testified by deposition. His testimony 
was to the effect that, on the day following the 
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operation, Dr. Kechijian informed him that in 
freeing the spleen of adhesions to the stomach 
“the splenic artery at the hilum was torn and 
large hemorrhage was encountered which had to 
be controlled by tying the vessel off. Then it was 
necessary to remove the spleen.’’ He further testi- 
fied that except for a “few fibrous adhesions on 
its inner surface,”’ he found no evidence of disease 
in the spleen: “It was an excised spleen, and 
that’s all there was; no more, and no less.” 

Counsel for Dr. Kechijian made a motion for a 
nonsuit. The court granted the motion and dis- 
missed the case, and the Nolans appealed. The 
Supreme Court of Rhode Island reversed the de- 
cision and remanded the case to the court below 
for a new trial. 

The Supreme Court held that there was no 
evidence adduced to warrant a conclusion of con- 
sent to the removal of the spleen, nor any evi- 
dence that the excision of that organ was patho- 
logically necessary or reasonably incidental to 
the operation consented to by Mrs. Nolan. 


(The preceding case was heard in the Supreme Court of 
Rhode Island, case number 64 A. 2d 866.) 


Scacchi vs. Montgomery 


In an action against the physician and surgeon for 
the death of the patient, who died several hours after 
the second of two operations, the alleged negligence 
of the doctor could be proved only by expert testi- 
mony that he was negligent in performing the opera- 
tion, that he used a procedure which was not in 
accord with standard medical practice, or that he 
was negligent in the treatment of the patient after 
the operation. Where the testimony of the physician 
and surgeon as under cross-examination disclosed 
no negligence, and it was credible and not rebutted, 
it was binding on the plaintiff. 


Mrs. Yola Seacchi consulted Dr. Thaddeus L. 
Montgomery, who decided that her right tube 


and ovary should be removed because of an 
ovarian cyst. The operation involved severing the 
ovarian artery and vein which are contained in 
the infundibulo-pelvic ligament and ligating them 
permanently. The doctor, because of conditions 
he found when he opened the abdomen, used one 
fixation suture ligature instead of the customary 
two. When the operation was completed, the 
ligature was apparently doing its job, the area 
was dry at the time of final inspection, and the 
doctor closed the abdomen. 

The operation was concluded at 2:40 p.m. At 
4:30 P.M. the patient’s husband, Albert Scacchi, 
noticed a blood spot on the spread about the size 
of a grapefruit. The patient was hemorrhaging 
internally very badly. Dr. Montgomery was im- 
mediately notified, but as he was engaged in an- 
other operation, he sent his assistant to see the 
patient. Dr. Montgomery then arranged for an- 
other operation on the patient. In the meantime, 
he had blood plasma and the proper fluids ad- 
ministered intravenously. 

Dr. Montgomery reopened the patient’s abdo- 
men as soon as possible and found that the bleed- 
ing was coming from the ovarian artery and vein 
in the infundibulo-pelvic ligament. There was no 
evidence of the ligature, which had slipped or 
become detached. In the emergency he placed 
two ligatures over the dissected vessel, and after 
some precautionary steps, the abdomen was again 
closed. By 8:45 P.M. the patient had responded 
satisfactorily to the emergency measures, and the 
internal hemorrhages had apparently been stop- 
ped. At 11 P.M. the patient developed pulmonary 
manifestations. Dr. Montgomery was called, but 
despite his efforts, the patient died within half 
an hour. 

Mr. Scacchi, as administrator of the decedent’s 
estate, filed an action for malpractice against Dr. 
Montgomery in the Court of Common Pleas of 
Philadelphia County, Pa. He alleged that after 
the first operation, the ligature was not properly 
placed and tied so as to prevent hemorrhages. 








and Malpractice 


The cause of the pulmonary manifestations 
was never established, the only evidence with 
respect thereto being that of Dr. Montgomery. 
The doctor testified under cross-examination that 
he felt there were three possibilities: (1) A blood 
clot, (2) excessive intravascular fluid and (8) fail- 
ing terminal circulation due to strain on the 
heart. 

Counsel for Dr. Montgomery moved for a non- 
suit. The court entered a nonsuit and dismissed 
the case, and Mr. Scacchi appealed. The Supreme 
Court of Pennsylvania sustained the decision of 
the lower court. 

The Supreme Court observed that Mr. Scacchi 
had the burden of proving Dr. Montgomery’s 
negligence and that in a case such as this it could 
be proved only by expert testimony to establish 
negligence in the operation or a procedure which 
was not in accord with standard medical practice 
or negligence in his treatment of the patient after 
the operation. 

The only evidence of alleged negligence ad- 
duced by Mr. Scacchi, the court pointed out, was 
the testimony of (1) Dr. Montgomery, who was 
called by Mr. Seacchi as under cross-examina- 
tion, and (2) himself and the decedent’s mother, 
father and brother. The court ruled that Dr. 
Montgomery’s testimony disclosed no negligence, 
and, being credible and not rebutted, was binding 
upon Mr. Scacchi. 


(The preceding case was heard in the Supreme Court of 
Pennsylvania, case number 365 Pa. St. 377, 75 A. 2d 585.) 


Ardoline vs. Keegan 


In a malpractice action to recover for the death of a 
patient whose death was allegedly caused by the use 
of a pontocaine solution in a nasal spray, expert 
medical testimony was essential to prove that the use 
of the pontocaine solution in the nasal spray was 
improper. The testimony of a medical witness that a 
pontocaine solution is never administered by a 
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spray in the state is sufficient to meet the require- 
ments of expert evidence. 


The patient consulted a physician and surgeon 
at his office in Bridgeport, Conn., complaining of 
a headache and saying that her nose was blocked 
up. She was 46 years old, overweight and at 
various times during the preceding five or six 
years had been suffering from hypertension. 
Upon examining her, the doctor stated that there 
was a polyp in her nose. He removed the polyp 
surgically and gave her two prescriptions, one for 
codeine and the other for a 1 per cent solution of 
pontocaine, with instructions to use the latter as 
a nasal spray. During the evening the pontocaine 
solution was sprayed into her nose on two occa- 
sions. She then became pale, perspired and her 
lips began to get blue. 

On the following day the patient continued to 
be pale, perspired and slept a great deal of the 
time. The spray was used twice. At 6 P.M., after 
members of her family had been unsuccessful in 
summoning the doctor, they called another phy- 
sician. The second doctor found her in a stuperous 
condition with a high temperature. He gave her 
penicillin and suggested to members of her family 
that they continue their efforts to summon the 
doctor who had been treating her. She died at 
4 o'clock the following morning. 

The administrator of the decedent’s estate in- 
stituted a malpractice action in the Superior 
Court of Fairfield County, Conn., against the 
physician and surgeon to recover for the death of 
the patient. The administrator alleged that in his 
treatment of the decedent, the doctor had failed 
to meet the standard of care current in the neigh- 
borhood of Bridgeport. The administrator pro- 
duced as an expert witness, Dr. Sidney D. Jacob- 
son, who was a physician of many years expe- 
rience in New York City but who had never 
practiced in Connecticut. Dr. Jacobson was fa- 
miliar with the drug pontocaine and its use for 
topical application. 
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Dr. Jacobson was asked: “Do you have any 
other source of information which would qualify 
you to testify as to how the drug pontocaine is 
administered in the State of Connecticut?” He 


and exercised by physicians engaged in the same 
line of practice in the general neighborhood where 
the treatment complained of was administered. 
Ordinarily this proof must rest upon the testi- 








‘ world. Since 1900 these countries have experienced many similar social changes, but a 
Nations there have also been significant differences in their development, e.g., England and 
the United States have become more urbanized than France or Sweden. 

With urbanization and industrialization, the United States and England face 
special health hazards. Heart disease, diabetes and motor-vehicle accidents raise the 
United States mortality. England exceeds the others in mortality from cancer and 
various respiratory conditions. 

Sweden, very similar in environmental and social conditions to the state of Iowa 
and other West North Central states, has the longest life expectancy, the lowest 
over-all mortality and the lowest infant mortality rate. France has the highest death 
rate from tuberculosis but has the lowest mortality from heart disease and cancer. 

- Life expectancy in this group of countries in 1901 was 50 years. By 1930 the average 
age in these countries rose to 60 and by 1958 it had risen still further, to about 70. 
The mortality rates have fluctuated very little in the 20th century. Sweden has 
retained the star position with the lowest mortality rate, 6.3; England follows with 
7.2; France with 7.4; and the United States with 7.8. France lagged behind the others 
, in the interwar period. 
These world health facts are based on a bulletin recently distributed by the Health 
Information Foundation in New York. 
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Practical Dermatology. 
and ed. By George M. Lewis, M.D. Pp. 363. Price, $8. 
W. B. Saunders Company, Philadelphia, 1959. 


HERE is a second edition of 363 pages on practical 
dermatology. The first edition was published in 1952 
as Practical Dermatology for Medical Students and 
General Practitioners. 

The author states that his purpose was to write a 
student text and a guide for general practitioners. 
The subject matter is well outlined, the style and 
arrangement succinct. 

There are 121 plates, each consisting of four to six 
photographs. Generally, the illustrations are disap- 
pointing, a statement that I make with apology, as I 
realize the difficulty of making black-and-white 
plates from Kodachrome slides. However, the pic- 
tures are generally not clear, are poorly lighted for 
black-and-white contrast and are too small. 

If a general practitioner is to handle dermatologic 
cases properly, he must be as well informed as the 
dermatologist, at least regarding the cases he is treat- 
ing. This necessitates periodic consultation with one 
of the encyclopedic texts such as Sutton, Pillsbury 
or Ormsby. He should also have occasional brain 
dusting in the dermatology outpatient clinic or 
hospital wards. 

If you are a student at Cornell, I advise you to buy 
this book. It is prepared for students, to be supple- 
mented by the personal ministrations of Dr. Lewis. 
If you are a general practitioner, you will need some- 
thing more comprehensive. If you are reviewing for 
an examination, it would be dangerous to rely on this 
sketchy approach. — ROBERT H. TINKER, M.D. 


Surgery in World War II. Neurosurgery. 
Vol. 1. Edited by R. Glen Spurling, M.D. and Barnes 
Woodhall, m.p. Pp. 466. Price, $5. Office of the Surgeon 
General, Department of the Army, Washington, D.C., 1958. 


THIs book is the first of two volumes of the official 
history of neurosurgery in the United States Medical 
Department of World War II. Fourteen participants 
from the ranks of distinguished army neurosurgeons 
have contributed to the volume. 

As a history of the development of neurosurgery 
in wartime, this book fully accomplishes its mission. 
From the administrative standpoint, all the inevi- 
table confusion in large military operations until the 
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patient has passed through the various medical 
echelons in his transportation to the zone of the 
interior makes interesting and revealing reading. 

The greater part of the book deals with cranio- 
cerebral injuries. In managing these wounds, the 
army neurosurgeons built upon the firm foundation 
laid in World War I by Colonel Cushing. Aided by 
the use of antibiotics which were not available in 
World War I, they added a phenomenal chapter to 
the development of neurosurgery. 

No review can adequately cover the details of the 
early care, the definitive treatment and the after- 
effects of head injuries that are so well discussed in 
the book. The printing is excellent, the illustrations 
are superb and the detailed chapters are unusually 
readable. 

The general practitioner will find many helpful 
references in this volume. The many general prac- 
titioners who had combat experience during World 
War II will find this book very interesting, under- 
standable and at times amusing. 

— WILLIAM J. SHAW, M.D. 


Bronchography. 
By C. Dijkstra, M.D. Pp. 157. Price, $9.50. Charles C 
Thomas, Springfield, Ill., 1959. 


THE monograph, which was my pleasure to review, 
is directed to those of us who are interested in pul- 
monary disease, whether it be as general practitioner, 
internist, roentgenologist or chest surgeon. 

The first portion of this treatise is concerned with 
the hazards involved in this type of examination 
(some of which are possibly not as evident to some as 
they should be) and it certainly tends to direct our 
attention toward the possibility that a hazard is 
involved in this particular special examination or in 
any special examination, for that matter. 

In addition, there is a short review of the technique 
of bronchography which is a relatively standard type 
of procedure, except for certain refinements which 
many develop with experience. Most special articles 
dealing with bronchography review nomenclature of 
the bronchi and this has also been brought out in 
this review. 

Of outstanding quality in this condensed version 
of a very large subject is a discussion of all types of 
pulmonary disease, in which positive findings are 
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for authoritative answers 
to a wide range of 
. today’s perplexing problems 


Concise, compact and well indexed, the modern Mosby Synop- 
ses listed below can help you to review more quickly all of the 
important principles and procedures in the management of 
diseases in a wide area of medical practice. Frequency of 
publication assures you that these books provide today’s latest 
treatments in all of their specialized areas. Why not choose 
this inexpensive way to bring your library up-to-date and to 
increase your understanding in several of the specialized areas 
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By WILLIAM H. HAVENER, M.D. New. 1959, 288 pages, 47%4°x75%", 189 illus- 
trations. Price, $6.75. 


SYNOPSIS OF GYNECOLOGY 


By ROBERT J. CROSSEN, M.D., DANIEL W. BEACHAM, M.D.,and WOODWARD D. 
BEACHAM, M.D. New. 1959, 5th edition, 340 pages, 47%4"x75%", 106 illustra- 
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noted by this special type of examination. Along 
with the discussion are excellent and detailed illus- 
trations in the form of actual reproductions, aug- 
mented by plain films of the chest as well as the 
findings at the time of bronchography, by way of 
correlation. In some instances the gross pathologic 
specimen is also reproduced to augment the general 
illustration of the particular disease involved. 

The monograph is written in a very easy-to-read 
fashion. It presents case histories along with the dis- 
cussion of the particular disease process and sub- 
sequently is illustrated profusely with roentgeno- 
grams. The changes encountered in bronchography 
involving chronic bronchitis, bronchial asthma, 
Boeck’s sarcoid, malignant tumors, intrapulmonary 
foreign bodies, chronic granulomatous and inflam- 
matory lesions, acute and subchronic abscess-forming 
and nonabscess-forming disease and bronchiectasis 
are all well described. 

This monograph serves as an excellent ready and 
quick reference for definitive intrapulmonary disease 
which presents confusing shadows in the plain 
roentgenogram. —KENNETH C. HOLLWEG, M.D. 


The Chemical Prevention of Cardiac Necrosis. 

By Hans Selye, M.D. Pp. 235. Price, $7.50. The Ronald 

Press Company, New York, 1958. 

CARDIAC necrosis is the most common cause of death 
in man. In this summary and coordination of the 
many isolated observations on the necrotizing cardi- 
opathies, Hans Selye, director of the Institute of 
Experimental Medicine and Surgery at the University 
of Montreal, writes with a view toward better in- 
sight into the complex causative relationships be- 
tween electrolytes, steroids and stress. 

Amply illustrated with plates and tables, and 
containing an exhaustive bibliography, this volume 
is of interest primarily to the endocrinologist and 
the cardiologist. The author demonstrates experi- 
mentally that: Combined treatment with certain 
electrolytes and steroids produces a cardiopathy 
characterized by necrosis; among the electrolytes 
tested, only Na-salts produces electrolyte-steroid 
cardiopathy necroses (ESCN), following condition- 
ing by steroids; after such steroid conditioning, KCI 
and MgCl, exert marked protective action; condi- 
tioning of the heart for ESCN is noted in the pres- 
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ence of certain corticoids and certain sterols of the 
vitamin D group. 

One of Dr. Selye’s most significant results is to 
establish that there exists in the heart a particularly 
labile chemical system which is easily deranged 
through the metabolic effect of stress, especially in 
the presence of intense hypercorticoidism and an 
excess of sensitizing Na-salts. 

—S. A. GARLAN, M.D. 


Trauma. 
By Harrison L. McLaughlin, M.D. Pp. 784. Price, $18. 
W. B. Saunders Company, Philadelphia, 1959. 


THIS monograph is not intended to be encyclopedic, 
yet I consider it a most comprehensive presentation 
of traumatic episodes. It is written without super- 
fluous description; it includes a marvelous array of 
supplemental x-ray reproductions and associated 
figures; it is readable, and it is most courageous. It is 
so complete and terse that I call it an ‘‘organized 
synopsis’ of traumatic episodes. 

The first two chapters, ““Response to Injury” and 
“General Principles in the Treatment of Trauma,” 
admirably prepare the reader for the traumatic epi- 
sodes encountered in medicine and surgery. As such, 
it is ideally a book for general practitioners. 

—A. E. RITT, M.D. 


Synopsis of Ophthalmology. 
By William H. Havener, M.D. Pp. 288. Price, $6.75. C. V. 
Mosby Company, St. Louis, 1959. 


IN ophthalmology there is a great deal of competition 
in the abbreviated textbook field. However, this little 
book is certainly one of the front runners. Dr. 
Havener manages to pack much information into a 
small space, without overwhelming the reader with 
detail. He has no tendency to get lost in lists of signs 
and symptoms. Even more important, the author 
communicates a general philosophy of eye care which 
is healthy, reasonable and highly commendable. 
There is little purpose in caviling over minor de- 
tails. There are differences of opinion, for example, 
as to whether follicles ever result from allergy, 
whether 27 mm. of Hg is the upper limit of normal 
eye pressure (many consider anything over 22 mm. 
of Hg abnormal) and whether Chloromycetin in solu- 
tion is as unstable as aureomycin, as is suggested. 
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Certain omissions seem unfortunate, such as in the 
rather cursory mention of retrolental fibroplasia. 

The book is obviously intended to be read in full. 
An occasional subject is taken up in two or three 
different places and the story is complete only in 
reading all; in a reference book this is awkward. 
Also there may be some unnecessary repetitiousness, 
such as the discussion of the differences between 
ophthalmologists, opticians and optometrists, which 
appears in detail in two separate places. 

On the other hand, the discussions of, for example, 
the causes of uveitis, the choice of local antibiotics 
and the fortunate consequences of an acute attack of 
glaucoma resulting from pupillary dilatation are a 
joy to read in a book of this scope. As a whole, the 
good points far outweigh the bad. The pictures of 
external eye disease are remarkably clear and well 
reproduced. This book should prove very useful to 
most general practitioners who want a brief refresher 
course in ophthalmology. 

— LAWRENCE T. Post, JR., M.D. 


Hypertensive Disease, Diagnosis and Treatment. 
By Sibley W. Hoobler, M.p. Pp. 353. Price, $7.50. 
Harper & Brothers, New York, 1959. 


WRITTEN primarily in terms of the general practi- 
tioner’s problems with hypertension in his own prac- 
tice, this excellent up-to-the-minute summary of 
scientific knowledge of hypertension covers ob- 
jectively, and without any pet theories or likes and 
dislikes on the part of the author, all phases of pa- 
tient management, whether at home, in the office or 
in the hospital. Based on Dr. Hoobler’s experience 
as director of the hypertensive unit at the University 
of Michigan Hospital, it will prove of great clinical 
help in this prevalent medical problem. 

The first sections of this book are concerned with 
the definition and differential diagnosis of secondary 
hypertension, both curable and incurable; these are 
followed by chapters defining and discussing the pre- 
disposition and natural history of primary hyperten- 
sion, together with prognostic evaluation of the hy- 
pertensive patient. 

Dr. Hoobler then presents a full explanation of the 
principles underlying the treatment of primary hy- 
pertension and its complications and describes fully 
the principal treatment regimens in use today. 
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Twelve appendixes follow, containing precise tech- 
niques for tests and treatment and for the handling 
of hypertensive emergencies. Ideal for quick refer- 
ence of the practicing clinician, these appendixes of- 
fer specific instructions for choice of dosage, with 
contraindications and side effects, and instructions 
for total patient management. 
—S. A. GARLAN, M.D. 


Textbook of Surgery. 
Edited by Guy Blackburn and Rex Lawrie, M.D. Pp. 
1,122. Price, $16.75. Charles C Thomas, Springfield, IIl., 
1958. 


THIS textbook on the wide subject of surgery is too 
elementary in some places and not detailed enough 
in others. It is easily read and the format is good. 
The refreshing thing is that one does not find large 
segments of it that have not been brought up to date, 
as so often is the case in textbooks which are such a 
herculean undertaking. 

If you like the contributions from our English 
colleagues this is one of the best. It falls into the 
same category as many of the other surgical text- 
books on surgery. In order to make a satisfactory 
choice the physician will have to compare several. 

— HOLLAND T. JACKSON, M.D. 


Diffuse Lesions of the Stomach. 
Ian J. Wood, M.D. and Leon I. Taft, M.B. Pp. 86. 
Price, $6. Williams & Wilkins Company, Baltimore, 1959. 


Tus book begins with a description of the various 
studies and investigations, past and present, of con- 
ditions involving diseases of the stomach. It com- 
pares the values of radiology and gastroscopy, and 
then goes on to describe, with some adaptation by 
the authors, the techniques of gastric biopsy with 
the Herman Taylor gastroscope. 

The authors discovered that multiple biopsy was 
preferable to single biopsy and gave accurate find- 
ings. They describe how the gastric biopsy is stained 
in the appearance of diffuse types of mucosa seen in 
the various diseases, such as acute chronic gastritis. 

“Indications for Gastric Biopsy” discusses biopsy 
as an aid in diagnosis and treatment of chronic 
gastritis. Biopsy may also indicate gastritis as the 
cause of pernicious anemia and chronic blood loss. 
It may also aid in diagnosis of subacute combined 
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degeneration of the cord or of cases where the blood 
studies are inconclusive. 

Gastric biopsy will also aid in determining the 
ceuse of achlorhydria. There is an excellent discus- Physiologic Prophylaxis 
sion of acute and chronic gastritis, of the sympto- 
matology, etiology and treatment of this disease. 
Atopic gastritis is then discussed with the connection 
to pernicious anemia, peptic ulcer and gastric 
carcinoma. 

After reading the complete book I was impressed 
with its thoroughness and I was certainly convinced 
that biopsy with a flexible gastroscope of the type 
described would be of great aid in diagnosis and 
treatment of diffuse lesions of the stomach. I believe 
the book would be a valuable asset to any medical 
library. — HERBERT SALTER, M.D. 
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Surgical Pathology. 
By Lauren V. Ackerman, M.D. Pp. 1,096. Price, $15. C.V. 
Mosby Company, St. Louis, 1959. 


THIS is a good book on surgical pathology, written 
by a pathologist in collaboration with a surgeon, 
Harvey R. Butcher, Jr., M.D. Their intent was to 
bring out points of pathology which are of interest to 
asurgeon. The real value of the book is as a reference 
in pathology. It is not correlated with clinical find- 
ings but to a greater extent deals with pathology 
involving the microscopic study. It includes chapters 
referring to organs and goes into great detail regard- 
ing specific pathologic problems. There are a moder- 
ate number of pictures, most of which are micro- 
scopic studies. 

I believe that this book would be useful as a 
reference work for those who are interested in de- 
tailed surgical pathology and I do not recommend 
it except for one who has such interests. 

—A. J. FRANZI, M.D. 


Mental Health Manpower Trends. 
By George W. Albee, PH.D. Pp. 361. Price, $6.75. Basic 
Books, Inc., New York, 1959. . 


ra 
9 : 
ALTH . 4“. ” 2 
OUGH not a book which needs to be added’ wi iD 4 PARKED. DAVIS & COMPANY 
to the general practitioner’s personal library, this 2 = Detroit 82, Michigan 


Volume would function as a reference of real value Cone 
in every medical college and public library. 

The purpose of this work is to point up the ex- 
panding need for professional and auxiliary personnel 09360 
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& rest 
—_— Patient Care and Special Procedures in X-ray Technology. y 
By Carol Hocking Vennes and John C. Watson. Pp. 208. om 
Q) Price, $5.75. C. V. Mosby Company, St. Louis, 1959. ng 
Tuis book is well written in that the language is cre 
, clear, the continuity smooth. The illustrations are, late 
on the whole, adapted well to the context. Most of mo 
the newer procedures and techniques are covered in ‘ 
the latter sections. boc 
The sections on patient care and care of special seri 
patients that the technician will encounter will be suc 
interesting to any x-ray technician. However, the the 
entire volume is most suited for a training guide for sys 
students and, in the chapters devoted to special but 
techniques, for a reference work for x-ray techni- bee 
cians in hospital radiology departments. This vol- y 
ume would be of particular interest to technicians en- fus 
gaged in hospital work under the direct supervi- mil 
sion of a radiologist, rather than of special value in wo 
the library of the general practitioner. sio1 
—MAXINE WILLIAMS int 
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Physiology of Spinal Anesthesia. 
By Nicholas M. Greene, M.D. Pp. 195. Price, $6. | 
Williams & Wilkins Company, Baltimore, 1958. 


? 
() 


Tus book covers the physiologic effects of spinal 
anesthesia upon the central nervous system, cardio- 
yascular system, lungs, liver, kidneys, endocrine 
system, metabolism, acid base balance, gastroin- 
testinal tract and obstetrics. 

Probably too few illustrations are used but in 
general the book is very readable. The interesting 
subject of neurologic complications of spinal anes- 
thesia has been left out. 

This book can be recommended for the general 
practitioner, for spinal anesthesia has a definite place 
in medical practice. The benefits of spinal anesthesia 
cannot be fully realized until its physiologic effects 
and limitations are understood. 

—JAMES P. JOBE, M.D. 
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An oft-repeated prayer in Tibet today is “Om mani padme hum!” (Oh, the jewel of the 


sleep 


The Process of Aging in the Nervous System. 


Edited by James E. Birren, PH.D. Henry A. Imus, PH.D. | 
and William F. Windle, PH.D. Pp. 224. Price, $7. | 
| 


lotus!). Harmony with the universe is the wish of the pious Tibetan Buddhists. Presumably, 


this incantation, borrowed from Brahmanized ritual, can help. 
Hospital patients, elderly patients, any patients sleep when you give them Lotusate, the 


new intermediate-acting barbiturate. This dependable somnifacient acts in fifteen to thirty 
minutes and the effects last from six to eight hours. Patients wake without lethargy. 


In slender purple Caplets® of 120 mg. (2 grains), Lotusate looks different. 
Adult dosage: Somnifacient —1 purple Caplet 15 to 30 minutes before retiring. 
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Charles C Thomas, Springfield, Ill., 1959. 


Tus book is a collection of the papers presented by 
32 scientists at a conference held in Bethesda. All of 
the distinguished participants are engaged in basic 
research on the nervous system. 

The conference had as its basic purpose the pre- | 
senting of all available data on the process of aging 
in the nervous system. Its ultimate goal was to in- 
crease man’s range for critical adjustments during 
later life. Such a conference serves to point out the 
most profitable fields for further research. 

The most interesting and enjoyable portions of the 
book are the round-table discussions following each 
series of papers. The penetrating questions and 
succinct answers point the way, as yet unknown, to 
the physiology and pathology of the aging nervous 
system. That the nervous system ages is self-evident | 
but the exact manner in which this occurs has not 
been discovered. 

The book accomplishes its purpose but the pro- | 
fusion of highly technical terms and necessary 
minutiae of cytology limits its usefulness to research 
workers, neurologists, psychiatrists and the occa- 
sional general practitioner who likes to delve deeply 
into all aspects of medicine.—F. P. RHOADES, M.D. 
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Modern Treatment Yearbook, 1959. 
Edited by Sir Cecil Wakeley. Pp. 312. Price, $7. Williams 
& Wilkins Company, Baltimore, 1959. 


Tuis book was written by British doctors and ap- 
parently for British general practitioners. It covers 
most of the subjects of surgery, general medicine and 
obstetrics, and deals with some of the modern treat- 
ments available to all of us. 

By its very nature it covers, to a great extent, 
subjects of vital importance to the English general 
practitioner, who takes care of patients only up to 
the time of hospitalization. The socioeconomic as- 
pects of illness are also considered in their application 
to the British health service. 

The various chapters are well prepared and written 
in great detail. Today, when we are all trying to 
understand other countries and their problems, this 
book gives us a clear inside picture of modern 
British medicine and the role the general practitioner 
plays in the British health service. 

—- VALENTIN E. WOHLAUER, M.D. 


Mould Fungi and Bronchial Asthma. 

By P. J. Van Der Werff. Pp. 174. Price, $7.50. Charles 

C Thomas, Springfield, 1958. 

THE TEXT covers molds, fungi and bronchial asthma 
chiefly as found in the Netherlands. Classifications 
are detailed and seemingly complete. Sixty-seven 
color plates in the last division of the book are most 
valuable to one using cultures and doing laboratory 
work of this nature. 

The book has little value for one in general practice 
unless he is engaged in a major part of laboratory 
procedures. Even then he would need to be in prac- 
tice in the Netherlands to make the most of this in- 
formation. — KENNETH GLOVER, M.D. 


Reversible Renal Insufficiency Diagnosis and Treatment. 
By D. H. Atlas, M.D. and Peter Gaberman, M.D. Pp. 233. 
Price, $7. Williams & Wilkins Company, Baltimore, 1958. 

THIS is an excellent book on an important subject in 

Which the clinical aspects of reversible renal disease 

are emphasized. It is easy to read, accurate and well 

organized. The major portion of the book is devoted 


to what is certainly the most important kind of re-— 


versible renal insufficiency, the acute type. Etiology, 
diagnosis, complications and management are clearly 
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outlined in an accurate and succinct fashion. The 
authors quite properly draw extensively upon the 
literature and have chosen their references well. The 
second half of the book concerns reversible chronic 
renal insufficiency. The authors stress various dis- 
orders of calcium metabolism which may be revers- 
ible. Here again, they have condensed their discus- 
sion to the pertinent facts for the clinician. 

Although from the clinical standpoint the book is 
excellent, the physiologic background is insufficient 
and inaccurate. The authors have, for example, com- 
pletely omitted the “counter current multiplier sys- 
tem” theory of urine concentration, which explains 
many of the facts presented in the authors’ clinical 
discussion. Similarly, their discussion of the mecha- 
nisms of acidification of the urine and bicarbonate ex- 
cretion are in many instances not in keeping with ac- 
cepted physiologic thinking. I disagree with the 
failure to separate “‘renal insufficiency” and “‘renal 
failure” as working descriptions. This may be illus- 
trated by the following passage: The authors believe 
that “‘renal insufficiency and renal failure are synony- 
mous” and that “‘the term ‘acute renal insufficiency’ 
in the absence of demonstrable obstruction of urine 
flow designates (1) a sudden reduction of urine flow 
below 400 cc. for 24 hours (2) acute symptomatic 
and/or biochemical manifestations of deranged renal 
function which are potentially reversible.”’ On page 
67, however; the authors state that “in accordance 
with our definition of acute renal insufficiency, acute 
glomerulonephritis cannot be included in this cate- 
gory.”’ Certainly acute glomerulonephritis may mani- 
fest the problems quoted by the authors in their 
definition of acute renal insufficiency. There are 
other minor points with which persons working 
closely with renal failure may disagree. In the past 
year, the use of exchange resins plus sorbitol has be- 
come invaluable in preventing potassium intoxication 
during acute renal failure, although at the time the 
book went to press this was not known. 

One might disagree also with the use of antibiotics 
for “pyuria” as recommended by the authors, since 
it is bacilluria and not white cells in the urine which 
one must treat. Indeed, in acute renal failure pyuria 
alone may represent simply part of the healing proc- 
ess. In this regard the general discussion of the anti- 
biotic and asepsis is inadequate. 
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When summoned to the home of the patient, the physician found him on the f) 
in a paroxysm of pain due to an acute attack of renal colic spasm. Two in 
tions of meperidine given at close intervals failed to provide relief. Appr 
mately three hours later the patient (who had been hospitalized) was gi 
an injection of "MUREL." In five minutes the spasm was completely control) 


Case history based on Medical Records, Ayerst 
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G.I, G.U. and BILIARY SPASM 
VER SEVERE 


ical reports'* confirm the broad clinical 
wlness and unusual freedom from side ef- 
-of “MUREL,” based on its selective spas- 
ytic properties, effectiveness in low dosage, 
rapid detoxification and excretion. 
DREL” is a triple-acting, synergistic spas- 
lytic — anticholinergic, musculotropic, 
glion-blocking— providing optimal control 
nooth muscle spasm. ‘“‘MUREL” is also valu- 
as an adjunct in peptic ulcer therapy. 
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Sustained Action Tablets 


R PROMPT, CONTINUOUS AND PRO- 
NGED ANTISPASMODIC ACTION FOR 
09 HOURS WITH A SINGLE TABLET 


REL”-S.A. Sustained Action Tablets No. 315 — 
g. Valethamate bromide. 1 tablet b.i.d. 

EL” with Phenobarb-S.A. Sustained Action 
ts No. 319 — 40 mg. Valethamate bromide and % gr. 
arbital, present as the sodium salt. 1 tablet b.i.d. 


available 


UREL”’ Tablets No. 314—10 mg. Valethamate bromide. 1 or 
blets q.i.d. 

REL” with Phenobarbital Tablets No. 318—10 mg. 
thamate bromide and % gr. phenobarbital. 1 or 2 tablets q.i.d. 


REL” Injectable No. 405 — 10 mg. Valethamate bromide 
te. 1 to 2 cc. I.V. or I.M. every 4 to 6 hours up to a maximum 
) mg. in 24 hour period. Maintenance: Orally. 


higher dosages of “MUREL” are recommended in early therapy 
in G.U. and biliary tract spasm. 


Bch. §:711 (Dec.) 1955. 3. Rostalski, M.: Zentralbl. Gynak. 78:1153 (July 21) 
6.4. Holbrook, A. A.: Am. Pract. & Digest Treat. 10:842 (May) 1959. 


YERST LABORATORIES 


iser, U.: Med. Klin. 50:1479 (Sept. 2) 1955. 2. Berndt, R.: Arzneimittel- . 
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These, however, are minor exceptions to what is 
generally a good and useful book. In terms of its use- 
fulness for a general practitioner, an extensive 
physiologic background is perhaps not necessary, 
although that which has been presented certainly 
could be more accurate. On the whole, however, this 
is first-class treatment of an important subject and 
is to be highly recommended. 

—JOHN P. MERRILL, M.D. 


Dangerous Marine Animals. 
By Bruce W. Halstead, M.D. Pp. 146. Price, $4. Cornell 
‘Maritime Press, Cambridge, Md., 1959. 
THIS book is a guide to marine animals that bite and 
are poisonous to man. 

Marine animals that bite (sharks, moray eels and 
giant clams) are discussed first. A section on those 
that sting (jellyfish, cone shells and sting rays) fol- 
lows and the concluding part of the book deals with 
marine animals whose flesh is toxic to man. 

The book is well written; the illustrations show 
specimens in detail and in their natural habitat. 

Skin divers and biologists should find this hand- 
book useful in avoiding dangerous marine animals, 
while physicians and first-aid workers will find it 
invaluable in treating these animals’ victims. 

—JAMES P. JOBE, M.D. 


Automatic Ventilation of the Lungs. 

By William W. Mushin, M.D., L. Rendell-Baker, M.B. 

and P. W. Thompson, M.B. Pp. 349. Price, $10.50. Charles 

C Thomas, Springfield, Ill., 1959. 
THIS book is a praiseworthy contribution to medical 
literature. Although intended for anesthetists, it 
should be valuable to all those interested in major 
surgery and in the pre- and postoperative manage- 
ment of the patient. It would also be helpful to 
those who treat respiratory insufficiency resulting 
from crush injuries of the chest or from neuromus- 
cular disease (such as spinobulbar poliomyelitis, 
myasthenia gravis and tetanus). It would prove 
useful in the treatment of pronounced respiratory 
depression due to narcotic, hypnotic or carbon 
monoxide poisoning. 

The book reflects the vast clinical experience of 
its authors. Their appraisal and judgment make it 
an authoritative guidebook on its subject. The 
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readable text conveys a mass of information. Ade- 
quate space is given to a meticulous discussion of 
the physiologic aspects of controlled respiration. In 
evaluation of this method, attention is focused on 
the benefits which qualify it as an indispensable 
means of safety in modern surgery. At the same 
time, the authors state with frankness and laudable 
objectivity its risks and possible dangers in cases 
not suitable for this treatment. 

A glossary of technical terms listed in the appen- 
dix facilitates reading. Normal physiologic values 
are given in parentheses next to abnormal findings. 
Page numbers inserted in the text indicate discus- 
sion of respective topics in separate chapters. 

Two excellent chapters—written by Dr. Maple- 
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son, Department of Anesthetics, Welsh National 
School of Medicine—deal with basic principles of 
automatic ventilators and their practical application 
in daily practice. The many illustrations include 
graphs and superior photographs of lung ventilators. 
Diagrams showing the working mechanisms of most 
of this equipment carry numerals which designate 
all essential parts. 

The appendix gives condensed description of the 
classification of automatic ventilators and factors in 
functional analysis. A serviceable listing of the 
names and addresses of ventilator manufacturers is 
included. Printing, paper and binding attest to 
first-class craftsmanship. 

— ANDREW L. BANYAI, M.D. 


revent.Correct or Diminish Capillary Defect 


 NIOND Ox 


Abnormal capillary permeability and fragility may occur 





. in or be associated with many disease conditions. 
Contains: : NIONDOX provides essential support for the nutrient- 

: supplying vascular termini, restoring and maintaining 
normal capillary permeability. The citrus bioflavonoid 
compound in NIONDOX is water-soluble and biologically 
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Rutin ................ 20mgm active, assuring its ready absorption. 
Pyridoxine HCI nities tak 5 mgm 
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INWIOM :- Los Angeles 38, California 
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Also Received 


ALTHOUGH GP endeavors to publish as many re- 
views of books as possible, space will not permit 
the review of all books received from publishers. 


Chemistry of Pancreatic Diseases. 
By Harris Busch, M.D. Pp. 160. Price $5.25. Charles C 
Thomas, Springfield, Ill., 1959. 


Clinical Scalar Electrocardiography. 
jth ed. By Bernard S. Lipman, M.D. and Edward Massie, 
MD. Pp. 474.-Price, $8. Year Book Publishers, Inc., 
Chicago, 1959. 


Dictionary of Medical Discoveries: Who and When. 
By J. E. Schmidt, M.D. Pp. 555. Price, $14.75. Charles C 
Thomas, Springfield, IUl., 1959. 
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tests, show that it 
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growth of normal intes- 
tinal flora—especially 
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ritants, antibiotics, 
constipation. Aids res- 
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unhurried bowel move- 
ments. 


@ ZYMENOL softens 
bowel content, keeps it 
soft for easy, regular 
pecenas: helps restore 
normal flora. 


BREWERS’ YEAST 
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@ The Bowel is a‘' Veritable Culture Tube in which 
definite bacterial types appear to be struggling 


@ “E. coli is normally present in enormous numbers in the 
intestines . . . usually constitutes 75% of the intestinal 


@ “itis also noteworthy that relatively few living represent- FZ 
atives of the B. coli class are present in the movements 
of healthy persons with obstinate constipation.’’3 


ZYMENOL PROMOTES THE BALANCED INTESTINAL FLORA 
Effective even in obstinate constipation 


THE ORIGINAL AND ONLY EMULSION WITH 


* Teaspoonful dosage * Sugar-free + Non habit- 
forming * No irritative peristaltic stimulants 


dymenol 


Available in 14 oz. and 8 oz. bottles 
At Drug Stores and Hospitals 


Liberal Samples on Request 


GLIDDEN LABORATORIES, Inc., Waukesha, Wisconsin 





Disturbances in Gastrointestinal Motility. 
Edited by J. Alfred Rider, M.D. and Hugo C. Moeller, M.D. 
Pp. 387. Price, $13. Charles C Thomas, Springfield, IIl., 
1959. 


Drive Structure and Criminality. 
By Hans Walder, J.D. Pp. 174. Price, $7.50. Charles C 
Thomas, Springfield, Ill., 1959. 


Relaxation and Exercise for Natural Childbirth. 
2nd ed. By Helen Heardman. Pp. 31. Price, $0.75. E. & S. 
Livingstone Lid., London, 1959. 


Therapeutic Nutrition with Tube Feeding. 
By Morton D. Pareira, M.D. Pp. 58. Price, $3.75. Charles 
C Thomas, Springfield, IUl., 1959. 


Viral Hepatitis. Clinical and Public Health Aspecis. 
By Heinz F. Eichenwald, M.D. and James W. Mosley, M.D. 
Pp. 56. Price, $0.20. United States Department of Health, 
Education and Welfare, Washington, D. C., 1959. 
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REFERENCES: 1. Rettger, Leo F., Bacteria of the intestinal 
Tract, Chap. 46, p. 639, in Jordan, E. 0. (ed.): Newer Knowledge of 
Bacteriology and Immunology, Chicago, Univ. of Chicago Press, 
1928. 2. Portis, Sidney A.: Diseases of Digest. Syst., Philadelphia, 
Lea & Febiger, 1953, p. 932. 3. Herter, C. A.: Common Bacterial 
infections of Digest. Tract. New York, Macmillan Company, 1907, p.9 
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toleration 


reduction in incidence andlor sever- 
ity of gastrointestinal side effects 
may be attributed to the far lower 
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1. Finland, M.; Hirsch, H. A., and Kunin, C. M.: Ob- 
servations on Demethylchlortetracycline. Presented 
at Seventh Annual Antibiotics Symposium, ‘a we 
ton, D. C., November 5, 1959. Hirsch, 

Kunin, Cc. M., and Finland, M.: Demsthychiortetre: 
cycline—A New and More Stable Tetracycline Anti- 
biotic That Yields Greater and More Sustained Anti- 
bacterial Activity. Miinchen. med. Wchschr. To be 
pees. 3. Lichter, E. A., and Sobel, S.: The Dis- 
ribution of Oral Demethylchlortetracycline in 
Healthy Volunteers and in Patients Under Treatment 
for various Infections. To be published. 
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Greetings from the President 


WHEN Retiring President Fount Richardson ad- 
justed the official AAGP president’s medal about 
my neck at the Annual Scientific Assembly in 
Philadelphia, I felt proud to be able to follow in 
his footsteps and to reflect upon the past 13 years 
of Academy activities and accomplishments. 

The meteoric rise in stature of our Academy 
resulted from sound, basic principles embodied in 
our Constitution and By-laws. These ideals have 
guided us to a place of prominence in national 
medical affairs. 

As we scan future horizons in this thirteenth 
year of the Academy we sense ominous signs of 
changing patterns in medical education, public 
welfare legislation and socioeconomic trends 
that vitally affect each one of us at our own 
“grass roots.” 

Social legislation of the Forand bill type, if 
enacted by Congress, could overnight change a 
sizable portion of our system of medical practice 
in this country. 

Your patients and my patients would have no 
direct voice in determining the enactment of such 
radical legislation. 

Third Party participation in medical care pro- 
grams will continue to grow, but the medical 
profession must guide these plans along sound 
lines with organized medical groups maintaining 
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Academy President 
John G. Walsh 


control of the quality of care with the right to 
determine the value of a service. 

Higher standards for admission to Academy 
membership are necessary to conform to present 
day educational programs. We cannot evade this 
responsibility. We must assume leadership in this 
basic portion of our objectives. * 

The year 1960 should bring the Academy face 
to face with medical educators in our country. We 
must take the initiative in presenting a program 
of better standardized general practice residency 
training based upon studies by the Commission 
on Education. The future of general practice 
must not be decided without the qualified leader- 
ship of our representatives. 

As I look ahead I see the need for constructive 
programs sponsored by our Academy in these 
fields of public welfare legislation, socioeconomics 
and medical education. We have much to offer all 
of organized medicine and in turn the public we 
serve. But not one of us must permit himself to 
say “Let George Do It.” 

It will be a privilege for me to serve during this 
crucial year of American medical progress. I wel- 
come the opportunity to represent you in a 
manner that will help establish programs based 
upon a philosophy of fairness, honesty and serv- 
ice to the American public. 
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News 


General Practice Consultant Reports on Far East Military Hospitals 


Dr. Malcom Phelps Completes Inspection Tour for Surgeon General of the Army 


Some Far East military installations need more 
general practitioners, reported Dr. Malcom E. 
Phelps of El Reno, Okla., a past president of the 
AAGP, who recently returned from a month-long 
tour of the Far East as a Special Consultant in 
General Practice to the Surgeon General of the 
Army. 

As consultant, Dr. Phelps inspected hospital 
units in Hawaii, Korea, Japan and Okinawa. 

It was his opinion that “‘much duplication and 
saving of personnel would result from staffing 
many installations with general practitioners.” 
In many instances Dr. Phelps felt that the talents 
of board specialists were being wasted when qual- 
ified general practitioners could give equally good 
professional care. 

Commenting on the over-all conditions of U.S. 
hospitals in this area Dr. Phelps said: “It is my 
opinion that all branches of our military service 
in the Far East are rendering very excellent sci- 
entific care. The morale is generally good and 
most of the physicial facilities and equipment are 
adequate.” 

In Hawaii, Dr. Phelps visited Tripler Army 
Hospital where he was especially impressed with 
the educational program for interns and residents 
through which they write and present papers to 
the rest of the staff at regular meetings. 

In his inspection there he found no evidence of 
jealousy, friction or jurisdictional disputes 
among the departments. Dr. Phelps said the 
professional personnel went beyond the usual 
limits to see that the patient was made comfort- 
able and content. He attributed the high morale 
and cooperation at Tripler to the excellent qual- 
ity of administration. 
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Dr. Phelps also inspected a dispensary and 
mobile hospital at Schofield Barracks near Trip- 
ler. From this tour he recommended that the 
patient load and type of care rendered at this 
unit did not justify the number of board certified 
specialists that have been assigned. 

During a six-day visit to Korea, Dr. Phelps 
toured medical and surgical units and several 
Republic of Korea Army hospitals (ROKA) and 
installations. 

In talking to Korean physicians Dr. Phelps 
noted that they are hungry for knowledge and 
grateful for instruction, guidance, equipment and 
supplies they receive. ““This, I believe,’’ he said, 
“to be the most valuable and worthwhile con- 
tribution to friendly relations between their 
people and ours.” 

In Japan he visited medical units in the Zama 
area. There he particularly was impressed with 
the 406th Medical Lab- 
oratory which he termed 
“the finest clinical lab- 
oratory that I have seen 
and also a very fine re- 
search center staffed by 
some outstanding Jap- 
anese scientists.” 

He also visited Chi- 
tosa on the Island of 
Hokkaido. “The atmos- 
phere at Chitosa,” he 
said, “‘is that of a small 
isolated community in 
the U.S. with a popula- 
tion placing great de- 
pendence on their doc- 





Malcom E. Phelps, M.D. 
Recently back from his in- 
spection tour as Special 
Consultant in General Prac- 
tice, Dr. Phelps found good 
over-all conditions. 
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Metamine’® Sustained* helps 


you dilate the coronaries “ers 


METAMINE SUSTAINED (triethanolamine trinitrate 
biphosphate, 10 mg., in a unique sustained-release 
tablet) is a potent and exceptionally well tolerated 
coronary vasodilator. Pharmacological studies at 
McGill University demonstrated that METAMINE 
“exerts a more prolonged and as good, if not slightly 
better coronary vasodilator action than nitroglycerin 

. ”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from 
nitrate side effects (nausea, headache, hypotension), 


Shes. Leeming GO Ca-Sme. New York 17, N.Y. 





METAMINE SUSTAINED protects many patients re- 
fractory to other cardiac nitrates,3 and, given b.i.d., is 
ideal medication for the patient with coronary in- 
sufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, META- 
MINE WITH BUTABARBITAL SUSTAINED, METAMINE 
SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. de 


pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and 
Kassel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


*Patent applied for 
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News 


tors who in turn merit their confidence.” Chitosa 
staff consisted of two capable, energetic young 
physicians doing outstanding work, Dr. Phelps 
reported. It is his opinion that this island’s medi- 
cal staff should be physicians with broad training 
in general practice such as graduates of the two- 
year training program in general practice given 
at Ireland Army Hospital. Dr. Phelps reported 
good relationships among the various medical 
military installations in Japan. Again, he thought 
much valuable talent was being wasted and this 
waste could be eliminated by combining opera- 
tions among some of the hospitals as is done at 
Tripler. 

One of the many places Dr. Phelps visited in 
Okinawa was U.S. Army Hospital Ryukyu which 
he called “one of the most modern hospitals it has 
been my pleasure to visit.”” His only criticism of 
Ryukyu Hospital was that it is overcrowded and 
that admitting doctors are not given adequate 
opportunity to follow through on patients. 

Dr. Phelps made an unofficial stop at the 
Saigon dispensary and found energetic, com- 
petent physicians working with poor facilities 
badly in need of modernization. 





Earthquake Resistant Hospital—A special feature of Tripler 
Hospital is the steel-reinforced concrete design aimed to pre- 
vent structural damage from earthquakes. 

(Photos courtesy U. S. Army) 
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Tripler Army Hospital—One of the Army Hospitals visited 
by Dr. Malcom E. Phelps in his tour of the Far East as 
Special Consultant in General Practice was Tripler Hospital 
in Hawaii. 


Generally, Dr. Phelps reported satisfactory 
conditions in the Far East and frequently noted 
high morale in the American medical personnel 
staffing these hospital units. 





Modern Hospital in Okinawa—U.S. Army Hospital 
Ryukyu in Okinawa was also inspected by Dr. Phelps. In his 
report Dr. Phelps described Ryukyu as “one of the most 
modern hospitals it has been my pleasure to visit.” 
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particularly suited for arthritic patients 


Combining the antacid MAALOx® with aspirin increas- 
es both absorption and utilization of the salicylate. As 
a result, ASCRIPTIN acts twice as fast as plain aspirin 
and analgesic action lasts much longer due to main- 
tenance of higher plasma salicylate levels. 


Gastric irritation seldom occurs with ASCRIPTIN even 
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when large doses are given over prolonged periods. 
Of particular value in arthritis and rheumatic disease, 
ASCRIPTIN is an excellent salicylate for routine use. 
Formula: Acetylsalicylic acid 0.30 Gm., MAALOX 
(magnesium-aluminum hydroxides) 0.15 Gm. 


Offered: Bottles of 100 and 500. 


WILLIAM H. RORER, INC. 


Philadelphia 44, Pa. 
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News 


Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


A MEDICAL practitioners’ group in Idaho has been 
held to be a commercial enterprise, and conse- 
quently freed of any obligation to pay the govern- 
ment more than $40,000 in personal holding 
company surtaxes. 

Central figure in this decision by Tax Court of 
the United States was Medical-Surgical Group, 
Inc., a corporation formed by nine physicians 
and a dentist to construct and lease an office 
building. For professional purposes, the nine 
physicians also comprised a partnership, whose 
members paid monthly rentals to the corpora- 
tion for office space. 

The commissioner of internal revenue had de- 
termined Medical-Surgical Group, Inc., owed 
deficiencies totaling $40,737.95 for a seven-year 
span ending in 1953. This was predicated on Sec. 
501(a) of the Internal Revenue Code of 1939 and 
the commissioner’s ruling that the firm was sub- 
ject to personal holding company surtaxes. 

However, the Idaho doctors have now won 
their appeal, the court citing that provision of 
the tax law which says the surtax is not applicable 
for rentals received “in the operation of a bona 
fide commercial, industrial or mining enterprise.” 
In the view of the tax court, a group medical 
practice is definitely a commercial undertaking. 

On the other hand, the revenue commissioner 
argued that the practice of medicine does not 
have financial profit as its primary aim, hence the 
holding company surtax should be paid. 


Job Injuries Climb 


In 1959, job injuries disabled 1,970,000 Ameri- 
can workers, with a fatal outcome in 13,800 
cases, according to estimates by Bureau of Labor 
Statistics, U.S. Department of Labor. 
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The injury total was the highest since 1953. It 
ran 8 per cent above the figure for 1958. 

Approximately 84,200 injuries resulted in 
some degree of permanent physical impairment— 
amputation or partial Joss of use of a finger or toe 
to total and permanent disability. The grand 
total of injuries occurring on the job produced 41 
million man-days of disability in 1959. 


Off the Market 


Here are some of the drugs and devices re- 
moved recently from the market as a result of 
action by Food and Drug Administration: 

A sulfur compound, at $5 for an 8-ounce bottle, 
which is to be added to bath water for relief of 
rheumatism and arthritis and to improve the 
complexion. 

Australian tea tree oil put in herbal teas and 
tablets to cure sinus trouble, ulcers, asthma, 
typhoid fever and a host of other ills. 

Gelatin powder capsules, at $3.95 per 100, to 
beautify the hair and skin, “build up” the blood 
and prevent fingernails from cracking. 

A so called “air purifier,” consisting of a cab- 
inet into which air is drawn and passed through 
an electrostatic field, which was claimed to pre- 
vent hay fever, sinus conditions and give pro- 
tection from “sick room germs.” 


Republicans Dissent 


A strongly worded minority report by two 
Republican senators takes exception to a recom- 
mendation by the Senate Subcommittee on 
Problems of the Aged and Aging that the govern- 
ment provide medical benefits for older persons 
under the social security law. 

The subcommittee’s final report indorses the 
substance of the Forand bill. All Democratic 


231 





IMPROVING ON NATURE 


One of nature’s most abundant gifts, oil 
is of more value to man because he has 
processed it to meet his specific require- 
ments. In the treatment of hypothyroidism, 
Proloid, the only improved but complete 
thyroglobulin, offers similar evidence of 
man’s ingenuity in improving on nature. 
An exclusive double assay assures unvary- 
ing potency and a uniform clinical response 
from prescription to prescription. To re- 
store patients to a euthyroid state—safely 
and smoothly—specify Proloid. Three grains 
of Proloid daily is the average dosage for 
patients with mild forms of hypothyroidism. 
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bers approved this recommendation: Sena- 
Pat McNamara (Mich.), chairman; John F. 
edy (Mass.), Joseph S. Clark (Pa.) and 
ings Randolph (W. Va.). It was rejected by 
subcommittee’s two Republicans, Senators 
tt M. Dirksen (IIl.) and Barry Goldwater 
iz.). 

Following are some excerpts from the minority 
findings: 

“The social security system, which has a fine 
reputation for delivering cash benefits, should 
not be undermined by promising health service 
benefits which may not be deliverable.” 

“In a very large number of communities, any 
elderly person can present his medical problems 
to a physician and his requirements will be 
given attention, whether or not he is able to pay 
for the services.” 

“Our citizens have never been callous, and the 
preservation of the values of the family has 
always received high priority by religious and 
civic leaders. It is strange that any implication 
should appear in the majority’s report that a 
new condition has suddenly arisen which is only 
susceptible to solution by federal activity.” 





Same Number on VA Payroll 


Full time physicians on the payroll of Veterans 
Administration total approximately 4,700 and 
they have remained at that level for the past two 
years. This is one of the facts presented to the 
House Veterans Affairs Committee when it con- 
ducted general hearings on veterans health 
services during the latter part of February. 

In addition to this full time personnel, VA has 
nearly 3,000 auxiliary doctors. These consist of 
some 1,300 consultants and attendings, 1,200 
residents and interns, and about 500 regular part- 
time physicians. 

Dr. William S. Middleton, chief medical di- 
rector of VA, informed the committee that the 
medical complement has 327 vacancies, or the 
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equivalent of 7 per cent of the authorized 
strength. There has been little change in this 
percentage over the past two years, he stated. 

In mid-February the Public Health Service 
published a statistical report on medical and 
hospital care of veterans, based on data collected 
in the National Health Survey. Household in- 
terviews were conducted between July, 1957, and 
June, 1958, covering some 115,000 persons in 
36,000 dwellings. Projected nationally, the 
following estimates were developed: 

Of 20 million wartime veterans, 9.8 million 
have one or more chronic conditions. 

During the survey year, veterans spent 131.3 
million days in bed and lost 142.6 million days 
from work. 

Physical impairments among the veteran 
population totaled 3.8 million, with hearing and 
orthopedic defects accounting for 43 per cent of 
the total. 

Of 1.5 million hospital discharges of veterans, 
only 17 per cent were from VA hospitals. 


Also see the AMA Washington Report, page 255. 








“There’s the maternity hospital on the next block. See how 
needless it was for you to worry about my getting you here 
in time, Alice? ... ALICE?” 
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Modernize without capital outlay 
on the G-E Maxiservice® x-ray rental plan 


Think of renting x-ray equipment as 
conveniently as you subscribe for 
telephone service! Exclusive Maxi- 
service rental plan offers all new-model 
G-E x-ray units . . . takes no capital 
from your savings. Makes it worry- 
free to “go modern” in x-ray and 
always stay that way. See your G-E 
x-ray representative for details. Or 
clip coupon below for our descriptive 
booklet. 


Progress 's Our Most Important Product 
GENERAL 


@ Local property taxes 


@ ELECTRIC 


All this for one monthly fee — 


@ Modern x-ray equipment, free of obsolescence 
worries 

@ Comprehensive coverage: periodic inspection, 
maintenance, tubes, parts, emergency repairs 

@ Freedom to add or replace 
equipment as improve- 
ments appear 


@ Full property insurance 
on equipment — in 





case of accidental 
damage or loss, 
G.E. repairs or 
replaces equipment 


paid in full 


PSSCSSSSSSSSSSSSSSSSSSSSSSSS88888S224 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Mil hk 1, Wi in, Room F.41 
Send your 12-page MAXISERVICE booklet to: 





Name. 





is 








Pe tseeseeeseee 
Fle ee ee ee 


Volume XXI, Number 4 


New 


News 


Authors Jack Redman, James Breneman 
Receive GP’s Ross Awards for 1959 


Two young physicians, both in their 30’s, have 
been named winners of GP’s Ross Awards for 
1959. Dr. Jack Curry Redman of Albuquerque, 
N.M. and Dr. James C. Breneman of Galesburg, 
Mich. each received the citation and a $1,000 
award during the Assembly last month in Phil- 
adelphia. 

Out of a field of 16 Academy candidates, these 
two were selected as having contributed the 
most noteworthy scientific articles in GP during 
1959. 

Dr. Redman won with his article, “A Pro- 
posed Method for Prevention of Pulmonary 
Hyaline Membrane,” in the September GP while 
Dr. Breneman scored with his article, “Allergic 
Cystitis: The Cause of Nocturna] Enuresis,” in 
the December edition. 

Both winners were announced in Philadelphia 
by Dr. Varian Sloan, Honolulu, who is chairman 
of the Academy’s Ross Award Committee. Other 
members of the committee are Drs. Ralph J. 
Lum, Jr., Santurce, Puerto Rico; Willard H. 
Pennoyer, Cheyenne, Wyo.; Alan K. Johnson, 
Williston, N.D., and Russell G. McAllister, 
Richmond, Va. 

The selection of the winners was made by a 
trio of judges—all deans of leading medical 
schools. 

They were Dr. Clayton G. Loosli, University 
of Southern California School of Medicine, Los 
Angeles; Dr. T. H. Harwood, University of North 
Dakota School of Medicine, Grand Forks, and 
Dr. William F. Maloney, Medical College of Vir- 
ginia, Richmond. 

Dr. Redman, a graduate of the University of 
Colorado School of Medicine, Denver, in 1950, 
took his internship at the U.S. Naval Hospital, 
Portsmouth, Va. He has been engaged in general 
practice since 1951 in Albuquerque. In his first 
tight years he delivered 1,110 babies. Dr. Red- 
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Ross Award Winners—Dr. James C. Breneman (left) and 
Dr. Jack Curry Redman have received the 1960 Ross Awards 
for their respective articles in GP on allergic cystitis and 
pulmonary hyaline membrane. 


man has had five scientific articles published 
previously. 

An Academy member since 1952, Dr. Brene- 
man is also a member of the American Diabetes 
Association and American Association for Ad- 
vancement of Science. He completed his premedi- 
cal work at Gustavus Adolphus College, St. Peter, 
Minn. and received his bachelor of science and 
medical degrees from the University of Minnesota. 
He took his internship at San Francisco City and 
County Hospital. He is on the staff of Borgess 
Hospital, Kalamazoo, Mich. 

Ross Laboratories of Columbus, Ohio is the 
donor of the annual two $1,000 awards, which 
are now in their ninth year. 

Under the Ross Award rules no Academy of- 
ficer, director or member of the Publication 
Committee can be considered for the award— 
likewise any member who has written an article 
in collaboration with a nonmember physician. 

In Philadelphia, Mr. Melvin Ross, president of 
Ross Laboratories, was on hand for the award 
presentations as were Dr. Daniel Rogers, chair- 
man of GP’s Publication Committee; Dr. Arthur 
DeGraff, medical editor of GP, and Publisher 
Mac F. Cahal. 
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Joe Diffee, M.D. 


John Schafer, M.D. 
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Richard Dobbins, M.D. 


Oren Smith, Jr., M.D. 


Robert Finley, M.D. 


Charles Stinnett, M.D. 


Harry Chappell, M.D. 


Donald Flaster, M.D. 


John Myers, M.D. 


John Wagner, M.D. William Warr, M.D. 
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AAGP Announces 1960 Mead Johnson 
General Practice Residency Awards 


Tue 20 winners of the 1960 Mead Johnson 
Awards for Graduate Training in General Prac- 
tice were announced from Philadelphia on March 
22 during the Academy’s 12th Annual Assembly. 

Dr. Bernard E. Edwards of South Bend, Ind., 
serving his second year as chairman of the 
Academy’s Mead Johnson Committee, reported 
that the selections were made from 51 candidates 
representing 21 states and Puerto Rico. 

Selections annually are made on the basis of 
scholarship, professional] aptitude and fitness for 
general practice. 

At the time of the announcement, the winners 
were notified by wire. Each of the 20 winners will 
receive a $1,000 cash award to aid him during his 
residency in general practice. 

The winners are listed as follows, giving their 
present status and their choice of hospital for 
residency (See cuts at left): 


RICHARD D. BENJAMIN, M.D. St. Anthony’s Hospital 
Intern, St. Anthony’s St. Louis, Missouri 
Hospital 
St. Louis, Missouri 


CHANDLER S. BETHEL, M.D. 
Intern, Wesley Hospital 
Wichita, Kansas 


Wesley Hospital 
Wichita, Kansas 


Watson A. Bows, JR., M.D. University of Colorado 
Intern, Mary Hitchcock Medical Center 
Memorial Hospital Denver, Colorado 
Hanover, New Hampshire 


EDWARD S. BusH, M.D. University of Colorado 
Resident, University of Medical Center 
Colorado Medical Center Denver, Colorado 
Denver, Colorado 


Harry B. CHAPPELL, M.D. E. A. Conway Memorial 
Intern, St. Luke’s Hospital 
Hospital Monroe, Louisiana 
Denver, Colorado 
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JOE T. DIFFEE, M.D. 
Military Service, McClel- 
lan Air Force Base 
California 


RICHARD L. DOBBINS, M.D. 
Intern, Detroit Receiving 
Hospital 
Detroit, Michigan 


ROBERT H. FINLEY, M.D. 
Intern, Akron General 
Hospital 
Akron, Ohio 


DONALD J. FLASTER, M.D. 
Intern, E. J. Meyer 
Memorial Hospital 
Buffalo, New York 


Roy L. GREGORY, M.D. 
Military Service, USPHS 
Hospital 
Norfolk, Virginia 


WarD B. HURLBURT, M.D. 
Intern, William H. 
Groves Latter Day 
Saints Hospital 
Salt Lake City, Utah 


CHARLES A. KELLER, JR., 
M.D. 
Intern, Charity Hospital 
New Orleans, Louisiana 


GERARD P. LUKASZEWICZ, 
M.D. 
Intern, St. Mary’s 
Hospital 
Athens, Georgia 


ROBERT B. MONROE, M.D. 
Military Service, USPHS, 
Division Indian Health 
Ignacio, Colorado 


JOHN B. MYERS, M.D. 
Intern, Norfolk General 
Hospital 
Norfolk, Virginia 


Glockner-Penrose Hospital 
Colorado Springs, 
Colorado 


Mount Carmel Hospital 
Columbus, Ohio 


Akron General Hospital 
Akron, Ohio 


Millard Fillmore Hospital 
Buffalo, New York 


Lafayette Charity Hospital 
Lafayette, Louisiana 


Tulare County General 
Hospital 
Tulare, California 


Denver General Hospital 
Denver, Colorado 


Glockner-Penrose Hospital 
Colorado Springs, Colorado 


E. A. Conway Memorial 
Hospital 
Monroe, Louisiana 


Norfolk General Hospital 
Norfolk, Virginia 
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potentiated therapy for mild to moderate hypertension 


Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom). Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
When Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 


tively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 
Esidrix Tablets #2 (each containing | mg. Singoserp and 25 mg. Esidrix) and 
Singoserp-Esidrix Tablets #7 (each containing 0.5 mg. Singoserp and 25 me. 
Esidrix). Complete infor- 


mation available on request. Singoserp -K sid rixX 


(syrosingopine Pp; hydrochlorothiazide cra ) 
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OHN R. SCHAFER, M.D. Contra Costa County 
Intern, Highland-Alameda Hospital 

County Hospital Martinez, California 
Oakland, California 


IN R. SMITH, JR., M.D. Baptist Memorial Hospital 
' Intern, Baptist Memorial Jacksonville, Florida 

- Hospital 

Jacksonville, Florida 


CHARLES H. STINNETT, M.D. University of Arkansas 
_ Resident, University of Medical Center 

' Arkansas Medical Center Little Rock, Arkansas 
_ Little Rock, Arkansas 


JOHN A. WAGNER, M.D. Ventura County General 
| Resident, Ventura County Hospital 

_ General Hospital Ventura, California 

_ Ventura, California 


Medical Center 
Columbus, Georgia 


q ILLIAM S. WARR, M.D. 
» Intern, Medical Center 
‘ Columbus, Georgia 


_ All 20 winners will begin their residencies in 
duly. 

' The residency program, now in its ninth year, 
‘Was set up through a grant from Mead Johnson 
& Company, Evansville, Ind. in 1951 and is ad- 
‘Ministered by the Academy through its special 
“committee. 

_ The program has grown steadily through the 
_ years. The initial grant was for $5,000, allowing 
for five winners. In 1954, the fund was increased 
to allow for ten $1,000 awards. In 1957 the grant 
was increased to $20,000—the additional $10,000 
to be used to improve general practice residencies 
and to promote the program. 

Last year the $20,000 grant was designated for 
20 winners—thus doubling the previous number 
of winners. 

Serving with Dr. Edwards in choosing this 
year’s winners were Drs. Walter Gunn, St. Louis, 
Mo.; Robert E. Verdon, Cliffside Park, N.J.; 
Donald Kast, Des Moines, Ia.; Dennis Cun- 
ningham, Las Vegas, Nev., and Bertram L. 
Trelstad, Salem, Ore. 
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Funds Available for Cancer Control Projects 
Which Get Advisory Committee Approvai 


A SUM OF $1.5 million has been appropriated by 
Congress for the fiscal year 1960 to further the 
widespread application of existing knowledge of 
preventing and controlling cancer. 

Earlier this year a newly-formed Advisory 
Committee was announced whose function will 
be to advise on the administration of the Public 
Health Service’s control program which is under 
the technical guidance of the director of the Na- 
tional Cancer Institute. 

Of the 14 committee members who represent 
every phase of medical work, two are Academy 
members, Dr. John P. Lindsay: of Nashville, 
Tenn. and Dr. U. R. Bryner of Salt Lake City, 
Utah. Dr. Lindsay is a member of the AAGP 
Board of Directors and Dr. Bryner is a past 
president of the Academy. 

The other 12 members of the Advisory Com- 
mittee are: Drs. Bernard Bucove, director of 
Health, Washington State Department of Health; 
John W. Cline, former AMA president from San 
Francisco, Calif.; Warren H. Cole, head of the 
Department of Surgery at University of Illinois 
College of Medicine; Joseph A. Cunningham, 
pathologist from Birmingham, Ala.; Harold S. 
Diehl, official of American Cancer Society. 

Also, Drs. Lloyd M. Graves, director of Mem- 
phis-Shelby County, Tennessee Health Depart- 
ment; James J. Nickson, radiologist from New 
York City; Mack I. Shanholtz, state health 
commission of Virginia; Charles E. Smith, dean 
of the Department of Public Health, University 
of California; John W. Spellman, clinical profes- 
sor of surgery, Medical School of Tufts College, 
Boston, Mass; Samuel G. Taylor, III, Chicago 
internist, and David A. Wood, San Francisco 
pathologist. 

The Cancer Control Program and its Advisory 
Committee believe that the best opportunities 
for demonstrating better ways of providing com- 
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Patients like Fostex because it is so easy to use. 
They simply wash acne skin 2 to 4 times a day 
with Fostex Cream or Fostex Cake, instead of 
using soap. 


Fostex contains Sebulytic®,* a combination of 
surface-active wetting agents with remarkable 
antiseborrheic, keratolytic and antibacterial ac- 
tions ... enhanced by sulfur 2%, salicylic acid 
2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sul- 
fonate and sodium dioctyl inat 


Fostex is available in two forms 





FOSTEX Fostex Cream and Fostex Cake 
CREAM are interchangeable for thera- 
in 4.5 oz. jars peutic washing of the skin. 
P Fostex Cream is approximately 
twice as drying as Fostex Cake. 
FOSTEX Fostex Cream is also used as a 
CAKE therapeutic shampoo in dan- 
in bar form druff and oily scalp. 


Write for samples - 


WESTWOOD PHARMACEUTICALS 
Buffalo 13, New York 








munity cancer control services at this time lie in 
the following: 

1. Professional and technical education in 
cytology. 

2. Screening female beneficiaries of medical 
care for cancer of the cervix. 

3. Selected educational projects, particularly 
public information and follow-up services, to 
emphasize the importance of periodic uterine 
cytologic examinations. 

4. Professional educational activities emphasiz- 
ing the importance of including diagnostic aids in 
complete health examinations. 

5. Selected public educational projects on the 
desirability of and need for examinations that 
maintain health. 

6. Evaluation of effectiveness of public educa- 
tional activities. 

7. Tumor registers collecting data of excep- 
tional value. 

8. Extension and evaluation of rehabilitation 
programs (in cooperation with state rehabilita- 
tion agencies). 

9. Selected programs demonstrating effective 
treatment for cancer in public beneficiaries of 
medical care. 

The types of projects suggested above are not 
meant to exhaust all possibilities. Other worth- 
while, locally-sponsored and_locally-directed 
demonstration projects will be considered. 

Applications, which are acceptable from non- 
profit organizations and institutions as well as 
official health agencies, will be reviewed in much 
the same way as requests for research grants at 
the National Institutes of Health. 

The Advisory Committee reviews the applica- 
tions and recommends their approval or disap- 
proval. Acting on these recommendations the 
chief of the Bureau of State Services, Public 
Health Service, takes formal action. 

Additional information may be obtained from 
the Cancer Control Program, Division of Special 
Health Services, Department of Health Educa- 
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tion and Welfare, Washington 25, D.C. and 
from the eight regional offices of Public Health 
Service. 

These regional offices are located in New York 
City; Charlottesville, Va.; Atlanta, Ga.; Chicago, 
Il.; Kansas City, Mo.; Dallas, Tex.; Denver, 
Colo. and San Francisco, Calif. 


AAGP and USPHS Develop Individual 
Immunization Record for Patients 


Every Academy member recently received a 
sample Immunization Schedule which has been 
developed as a joint project of the American 
Academy of General Practice and the U.S. Public 
Health Service. The schedule provides an in- 
dividual record of immunizations and at the same 
time serves as a guide and reminder for such im- 
munizations. 

In the mailing which was sent to each Acad- 
emy member, an order form was enclosed for the 
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| Your doctor or health department may recommend addi | 
| hone! vaccinahons of booster injections during pregnancy, 


convenience of physicians who will wish to utilize 
the project in their practice. The handy, “Pro- 
tect Your Family Through Immunizations,” may 
be ordered from the Government Printing Office 
in Washington for the nominal price of 5 cents 
each or $2 per 100 copies. 

The record provides a guide and record for 
immunizations during the first year of life, for one 
year to entering school and after age six. There is 
a space for marking date due on the respective 
immunizations and a space for dating when they 
are completed. (See cut.) 


Dr. Benedict Duffy To Head Preventive 
Medicine Department at Seton Hall 


Dr. BENEDICT J. DUFFY, JR., an associate medi- 
cal editor of GP, has been appointed professor 
and chairman of the Department of Preventive 
Medicine and Community Health at Seton Hall 
College of Medicine. 
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To stop re-infection 





THE WIFE IS ONLY HALF 
THE PATIENT 


lf treatment of vaginal trichom 
to be effective, the role of the man as 
and as cause of recurre 


must be ac 


knowledged and treated.' ‘‘Since 


the transmission of T. vaginalis through 
coitus occurs more frequently than is 
recognized, measures of prevention should 
be used. The most effective is the 
mechanical barrier 


| Kolm ore) a) age) im ta- on 101 -Wme) Mu lali-\endlelame-lare| 
re-infection in vaginal trichomoniasis, most 
physicians recommend the Use of a 
prophylactic during coitus,*-® for a period 
of four to nine months after the end 

of the wife's treatment. 


References: | aeder ( ( al-Lancet 79 
Aug.) 1959. 7 e New York J. Med. 57:223 
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A. E Vaginal | Jon delat Mmm labi-t-\e-bdlelsl-@-lale Ml Olt telat 1e-4-1- 
New York, The Blakiston Co - avis, C.H 
West. J. Surg. 63:5 2b arnaky, K. J 
J.A.M.A. 155:876 (June 26 


ene SCHMID, NC. 


New York 19, N.Y 
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fi} vaginal trichomoniasis 





TO ENLIST THE HUSBAND'S 


COOPERATION —Specify 


RAMSES 


the prophylactic with “built-in” sensitivity 


The exquisite sensibility preserved by a 
RAMSES prophylactic encourages rigorous 
cooperation necessary from the husband. 


A tissue-thin, natural gum-rubber sheath 
of amazing strength and solid clinical 
reliability, RAMSES is silken smooth, 
delicately transparent—almost out of human 
awareness. Without imposition, or 
deprivation, for the sake of cure, the routine 
use of RAMSES with ‘‘built-in’’ sensitivity 
is readily adopted, even by the husband who 
fears loss of sensation. 
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Dr. Duffy goes to 
Seton Hall from George- 
town University School 
of Medicine where he 
had been director of 
epidemiology and a 
member of that school’s 
faculty since 1953. 































A graduate of Prince- 

ton University, Dr. 

‘ Duffy received his med- 

_—" J. Duffy, Jr., ical degree from the 
- University of Rochester 


Dr. Duffy leaves George- 
town University School of 
Medicine to accept post at 
Seton Hall. 


in 1944. In 1948 he was 
appointed an instructor 
in medicine at Cornell 
University Medical 
School and during that period he was a fellow in 
clinical investigation at the Sloan-Kettering In- 
stitute in New York. 

During the war Dr. Duffy was a fleet marine 
medical officer and from 1953 to 1954 was direc- 
tor of the radioisotope laboratory at the National 
Naval Medical Center in Bethesda, Md. He 
spent 1958 as a fellow in epidemiology and medi- 
cal statistics at the London School of Hygiene in 
England. 


USPHS Charges “Hit or Miss” Hospital 
Expansion Results in Duplication 


A U.S. Public Health Service report, released 
after four regional meetings on hospital plan- 
ning, criticized the trend toward “hit or miss” 
expansion of services without regard to changing 
economic and social patterns. 

One hospital administrator charged that hos- 
pitals in the same community are engaged in a 
“race for prestige” to provide duplicated facili- 
ties such as rehabilitation centers, new types of 
heart and kidney surgery and cobalt and other 
radiation therapy. 
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The report which represented the views of the 
USPHS and private hospital officials was co- 
sponsored by the American Hospital Association 
and USPHS. The conferees pointed out that 
with modern automobiles and highways it is 
wasteful to build hospitals as close together as 
has been done. 

Surgeon General Leroy E. Burney said many 
hospitals are needlessly competing not only for 
funds but also for scarce technical personnel 
needed to operate the latest equipment rather 
than centralizing one expensive piece of equip- 
ment in a single community hospital. 

The group recommended that federal funds for 
research in hospital administration and manage- 
ment be increased from the present.$1,200,000 to 
$10 million for the next fiscal year. 


Committee Charting Course of Action 
For Public Health Service Reorganization 


SINCE the first of the year a special committee of 
eight public health officers has been planning the 
reorganization of this country’s Public Health 
Service. 

The last session of Congress directed Surgeon 
General Leroy E. Burney to develop a program 
for expanding the service’s environment-health 
program. 

Dr. Burney said that the eight public health 
service officers were selected “‘not as representa- 
tives of organizational units or disciplines but be- 
cause of the breadth of experience, interest and 
perspective they can bring to the total under- 
taking.” 

The group is expected to produce: 

1. A clear-cut and balanced statement of the 
mission of the Public Health Service as it can be 
seen now for the 1960 decade. 

2. A reasonably detailed outline of the or- 
ganizational structure of the service, or alterna- 
tive patterns of organization, which would be 
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most conducive to the effective and efficient ac- 
complishment of that mission. 

3. Documentation necessary to initiate imple- 
mentation actions. 


Medical Schools Alarmed by Decline 
In Top Applicants and Grade Averages 


THE RATIO of applications and acceptances to 
medical schools has dropped to the lowest point 
in the history of American medical education. 

Medical educators are alarmed that the num- 
ber of applicants has decreased by one-third since 
1950 and that the college grade average has 
dropped. In 1950-51, about 40 per cent of all 
students entering medical schools had an average 
of A. By 1957-58 the number of “‘A” students 
had decreased to 18 per cent, according to the 
Association of American Medical Colleges. 

One reason for the fewer number of applicants 
is competition from scientific and engineering 
careers that have been glamorized in recent years 
and now draw many top students. Also medicine 
requires a long and costly education which 
makes students reconsider before investing in a 
medical career. 

Dr. Robert A. Moore, president of the Down- 
state Medical Center, State University of New 
York, Brooklyn, who gave a recent lecture on 
medical education, reports that the percentage 
of college graduates applying to medical schools 
has dropped from 11 per cent to 4 per cent since 
the prewar years. 

Dr. Moore pointed out that medicine does not 
have the source of subsidy for its students that 
are provided by fellowships, research assistant- 
ships and budgets in the physical, biologic and 
behavioral sciences. 

To counteract the crisis and to insure an in- 
creased supply of physicians, Dr. Moore pro- 
posed the total period of study be shortened and 
geared to the able student. He also suggested 
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a —=_ A 
Commission on Membership and Credentials—A busy 
two-day agenda on January 9 and 10 in Scottsdale, Ariz. 
comprised the AAGP Commission on Membership and Cre- 
dentials’ first meeting of 1960. Shown in session (standing 
left to right) are Drs. Kenneth Beebe, John C. Smith, 
Joseph Telford and Charles Wilbanks. Seated (left to right) 
are Miss Barbara Epperson and Mr. Roger Tusken of the 
headquarters staff, Commission Chairman Norman R. 
Booher and Drs. William Moncrief, Francis Rhoades and 
Seymour Fiske. Two other commission members, Dr. C. J. 
Klaaren and Dr. Julius Michaelson, were unable to attend. 








that the misconception that it is difficult to get 
into medical school be corrected. 


Canadian Health and Welfare Services 
Now Expanding To Include Entire Country 


HEALTH and welfare services continue to increase 
in Canada. Residents of all provinces except 
Quebec now have available standard ward and 
diagnostic services for relatively small premium 
payments. 

Now Quebec has shown interest in the pro- 
gram and may enter this year. The big strides 
have been made through the cooperative effort 
of the Canadian and provincial governments that 
brought hospital insurance into being. 

The hospital insurance program is to be ex- 
tended this year to residents of the Yukon and 
the Northwest territories. 

The health program first came into effect late 
in 1958 with Newfoundland, British Columbia, 
Alberta, Saskatchewan and Manitoba entering 
agreements with the federal government under 
which the federal and provincial governments 
shared 50-50 the cost of ward and diagnostic 
services. 

Four other provinces entered similar agree- 
ments last year—Ontario, Nova Scotia, New 
Brunswick and Prince Edward Island. 

Institution of government plans for hospital 
insurance followed several years of federal grants 
for hospital construction to increase hospital 
capacity. 






































in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 


... the type and amount of carbohydrate 
... the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience... for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed 
to babies 


Added vitamin D in required amounts 
Maximum nourishment— minimum cost to parents 
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Medical News in Small Doses: 


HoNORARY Academy Member Edward L. Turner, 
age 59, director of American Medical Associa- 
tion’s Division of Scientific Activities, died 
February 4. Dean of the University of Washing- 
ton School of Medicine at the time of his election 
to honorary Academy membership, Dr. Turner 
was secretary of the AMA Council on Medical 
Education and Hospitals from 1953 until last 
year when he became head of the newly-created 
Division of Scientific Activities. Dr. Turner has 
been succeeded by Dr. Walter Wiggins in that 
post... Mr. Andrew E. Ruddock, government 
career officer, has been named director of the new 
Civil Service Commission unit that will adminis- 
ter the Federal Employees Health Insurance 
Law which will go into effect July 1. The as- 
sistant director is another government career 
man, Mr. David F. Lawton. The law, passed in 
the closing days of Congress last year, was spon- 
sored by Sen. Olin D. Johnston (D-S.C.) and 
Sen. Richard Neuberger (D-Ore.) . . . Virginia’s 
legislative average continues to lead over other 
states. Two Academy members are in the state 
senate—Dr. James D. Hagood of Clover and Dr. 
Edward E. Haddock of Richmond; three physi- 
cians are in the lower house—Academy Member 
Walter C. Elliott, Dr. M. C. Newton and Dr. 
Joseph C. Moxley . . . The World Federation of 
Neurology will establish one of two secretariats 
for its International Commission on Comparative 
Neuroanatomy at the University of Kansas. 
The other center will be at Giessen, Germany. 
The two secretariats will centralize, catalogue 
and organize research materials in neuroanatomy 
now scattered at research centers throughout the 
world. They will also collect new materials and 
provide various forms of financial assistance to 
promote research in comparative neuroanatomy. 
Howard A. Matzke, Ph.D., Kansas professor of 
anatomy, will direct the work at KU. 
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-..an integral part 
of modern practice 


Has the diagnostic equipment in 
your office kept pace with your own 
knowledge of new drugs, medicines 
and therapeutic technics? If not— 
call in your Burdick man! 


He’ll bring you up to date on 

the latest advances in electromedical 
instrumentation—as for example, 
the Burdick dual-speed electro- 
cardiograph. Determine your 

net cost of new equipment, taking 
into consideration the income tax 
savings from annual depreciation 
allowances. This can make the pur- 
chase of new professional equipment 
far more attractive financially 
than you may have realized! 


THE BURDICK CORPORATION 
Milton, Wisconsin 


Branch Offices: New York « Chicago 
e Atlanta « Los Angeles 
Dealers in all principal cities 
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News from the State Chapters 


A SYMPOSIUM, “‘Psychiatry in General Practice,” 
which had the Massachusetts chapter as a spon- 
sor on December 5 and 6 at Boston State Hospi- 
tal, was the first of its kind in the state to bring 
psychiatrists and general practitioners together 
for study and solution of mutual professional 
problems. 

The meeting, which drew a grant from the 
AAGP for the purpose of conducting an educa- 
tion program for the benefit of psychiatrists and 
general practitioners, provided the first official 
duty for Dr. John Milligan, chairman of the 
AAGP’s Committee on Mental Health. Dr. 
Milligan was given an emergency appointment 
early last December to the post following the 
death of Dr. M. C. Wiginton. 

More than 200 members registered for the 
two-day session—175 from Massachusetts and 
25 from New England states. The chapter co- 
sponsored the symposium with Tufts University 
School of Medicine, the Northern New England 
District Branch of the American Psychiatric 
Association and the Committee on Mental 
Health of the Massachusetts Medical Society. 
(See cut.) 

Among the outstanding psychiatrists to speak 
during the symposium were: Dr. Jack Ewalt, 
Massachusetts Mental Health Center; Dr. Cecil 
Mushatt, Harvard University Medical School; 
Dr. Rupert Chittick, University of Vermont; 
Dr. Donald M. Carmichael, After Care Clinics, 
New York City, and Dr. Maurice R. Linden, 
Temple University Child Guidance Clinic. Also 
Dr. Milton Rosenbaum, Albert Einstein Medical 
School; Dr. Hugh Carmichael of Chicago; Dr. 
John M. Mackenzie, Tufts University School 
of Medicine; Dr. B. R. Hutchinson, Department 
of Mental Health, Massachusetts, and Dr. Dana 
Farnsworth, Harvard University. (See cut.) 

Presiding at the symposium were Dr. Walter 
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Promotes Massachusetts Psychiatric Symposium—Newly 
appointed chairman of the AAGP Mental Health Committee, 
Dr. John Milligan (left) discusses the Massachusetts 
psychiatric symposium program with (left to right) Dr. 
Walter E. Barton, superintendent, Boston State Hospital; 
Dr. Joseph M. Hayman, Jr., dean of Tufts University 
Medical School; Dr. Charles A. Herrick, Massachusetts 
chapter president, and Dr. William Chasen, chairman of the 
chapter’s mental health committee. 





Practical Psychiatry—At a two-day symposium in Boston, 
Massachusetts general practitioners and psychiatrists dis- 
cussed many aspects of psychiatry in general practice. Taking 
part in the discussions were (left to right) Dr. Hugh Carmi- 
chael, Dr. Dana Farnsworth, Dr. Charles Herrick and Dr. 
B. R. Hutchinson. 


E. Barton, chairman, committee on mental 
health, Massachusetts Medical Society, and Dr. 
William Chasen, chairman of the Massachusetts 
chapter’s committee on mental health. 

The chapter will hold its annual spring clinical 
assembly this month, April 23 and 24, in Boston. 
@ Delaware’s Governor J. Caieb Boggs and Mrs. 
Boggs were special guests at the Delaware chap- 
ter’s dinner dance held December 5 at the Hotel 
Du Pont in Wilmington. 
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At the dinner, which climaxed the chapter’s 
eighth annual meeting, Dr. Harry Taylor of 
Wilmington was installed as the 1960 president. 
He succeeds Dr. Italo Charamella. (See cuts.) 

In a business meeting, the chapter elected Dr. 
Joseph J. Davolos of Wilmington to the office of 
president-elect. The two vice presidents are Dr. 
William D. Shellenberger of Wilmington and Dr. 
E. Harold Mercer of Dover. Dr. Mildred B. For- 
man of Wilmington is the new treasurer and Dr. 
Frank W. Baker of Wilmington is secretary. 

For the scientific session, five guest speakers 
presented papers. The roster of speakers included 
Dr. Erna Alture-Werber, director of the Virus 
Laboratory of Delaware, “The Functions of a 
Virus Laboratory’; Dr. Evans Thomas, con- 
sultant to USPHS, “Considerations in the Man- 
agement of Patients with Low Titer Serologies’’; 
Dr. R. C. Merrill, director of clinical research at 
the Squibb Institute, “Recent Developments in 
Diuretics and Antihypertensive Therapy”; Dr. 
Maurice E. Shils of Teaneck, N.J., “Nutritional 
Considerations in the Management of Liver Dis- 
ease,” and Dr. Jerome Weiss of New York, ““The 
Medical Management of Ulcerative Colitis.” 

@ The Kentucky chapter is planning its ninth 
annual meeting for May 11-13 at the Kentucky 
Hotel in Louisville. 

The scientific program for the three-day meet- 
ing includes a variety of interesting topics to be 
presented by 11 guest speakers. Dr. James W. 
Davis of Louisville is the chairman of the scien- 
tific program committee. 

The guest speakers will be Dr. Brock Edwin 
Bush, Henry Ford Hospital, Detroit, Mich.; 
Dr. George C. Garceau, Indiana University; Dr. 
Harold Gifford, Jr., University of Nebraska 
School of Medicine; Dr. C. Walton Lillehei, 
University of Minnesota School of Medicine, 
and Dr. Matthew Marshall, Jr., University of 
Pittsburgh School of Medicine. 

Also Dr. Jonathan Meakins, Royal Victoria 
Hospital, Montreal; Dr. Samuel F. Ravenel, 
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Delaware Hosts Governor—Seated at the speaker’s table 
at the Delaware dinner dance were (left to right): Dr. Joseph 


J. Davolos; Mrs. Harold Mercer; Dr. Harry Taylor, new 
president; Mrs. J. Caleb Boggs, Dr. Italo Charamella, re- 
tiring president; Mrs. Charamella; the Honorable J. Caleb 
Boggs, Governor of Delaware; Mrs. Harry Taylor; Dr. E. 
Harold Mercer, and Mrs. Joseph Davolos. 





Delaware Banquet—Wilmington’s Hotel DuPont was the 
setting for the final festivities of the Delaware chapter’s eighth 
annual meeting. 


University of North Carolina; Dr. Edward 
Harper Rynearson, University of Minnesota; 
Dr. Edward A. Troncelliti, University of Penn- 
sylvania; Dr. Simon V. Ward, Louisiana State 
Medical School, and Dr. Ernest H. Yount, Jr., 
Bowman Gray School of Medicine. 
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The special guest speaker for the dinner will be 

a noted Baptist minister, Dr. Carl S. Winters, 
who has devoted a great deal of his time to the 
problems of crime prevention and rehabilitation, 
particularly with young people. Dr. Winters 
has served as chairman of the Skid Row Com- 
mission in Chicago and worked with the Crime 
Commission. 
@ Highpoint of “Family Doctor Week” in New 
Jersey January 3-9 was the annual meeting of 
the New Jersey chapter at the Hotel Traymore in 
Atlantic City. (See cut.) 

At the January 9 meeting, the chapter in- 
stalled Dr. Benedict B. Scasserra of Princeton as 
president. He succeeds Dr. Charles H. Calvin of 
Perth Amboy. Other officers are Dr. A. Guy 
Campo of Westville, president-elect; Dr. Philip 
R. D’Ambola of Harrison, vice president; Dr. 
George C. Parrell of Newark, secretary, and Dr. 
Edward M. Coe of Cranford, treasurer. 

The scientific program theme, “Practical Diag- 
nosis—1960,” included practical diagnosis in 
gastroenterology, laboratory diagnosis, cardiac 
diagnosis, diagnosis of the anemias and rheuma- 
toid and collagen fiber diseases. 

The five guest speakers for the meeting were: 
Dr. C. Wilmer Wirts, Jefferson Medical College; 
Dr. Hugh G. Grady, Seton Hall College of Medi- 
cine; Dr. Edward H. Reisner, Jr., St. Luke’s 
Hospital, New York; Dr. William H. Kammerer, 
Cornell Medical School, and Dr. J. Scott Butter- 
worth, New York University. 

Activities for the wives centered on three pro- 
grams of interior decorations, flower arrange- 
ments and a pool party. 

@ The Virginia chapter, which recently attained 
a 400-membership goal, will hold its tenth an- 
nual meeting May 12-15 at Virginia Beach. 

Serving a third time as general chairman for 
the meeting is Dr. Harry M. Frieden of Norfolk. 
Dr. David S. Garner of Roanoke is in charge of 
the program planning. 

To start the two-day assembly, the Virginia 
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New Jersey Family Doctor Week—Signing an official 
proclamation designating January 3-9 as “Family Doctor 
Week” is Governor Robert B. Meyner with New Jersey’s 
chapter officers. (Left to right back row) Dr. Philip R. 
D’Ambola, Dr. George C. Parell and Dr. A. Guy Campo. 
(Front row) Dr. Charles H. Calvin, Governor Meyner and 
Dr. Benedict B. Scasserra. 


Diabetes Association will present the Friday 
morning program. 

The afternoon program includes such topics as 
“Viral and Bacterial Diseases of the Upper Res- 
piratory Tract” and “‘Use of Hypnosis in General 
Practice.” 

Saturday’s program will cover a variety of 

subjects including pediatrics, OB-GYN, ocular 
injuries, encephalograms and preoperative man- 
agement. The annual business meeting will be 
held at the Saturday luncheon. 
@ The St. Louis (Missouri) chapter recently in- 
stalled Dr. Eugene W. Hall as president at a 
special dinner dance. Other newly-elected of- 
ficers of the chapter include Dr. Vernon E. 
Michael, president-elect; Dr. Wilbur A. Mullar- 
ky, vice president; Dr. Eugene H. Edele, secre- 
tary, and Dr. Joseph F. Trigg, treasurer. 

The chapter, which annually takes part in a 
tuberculosis patch test project for local children, 
reports that tests were given to about 27,000 
children and college students in 112 schools last 
year. 

The project is conducted with the cooperation 

of the Tuberculosis Society and the County 
Health Department. 
e@ To assist physicians who are contemplating a 
practice in that state, the California chapter has a 
new folder, “‘Facts About Medical Practice in 
California.” 

Information in the folder includes the range of 
beginning incomes, physician-population ratios, 
percentage of specialists in major fields for each 
county and a directory of places to write for ad- 
ditional information. 
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GOOD SERVICE 
lasts long after the sale 


When you buy an electrocardiograph*, 
the manufacturer has two obligations to you: 


...to provide the best possible instrument 
for your needs 

...and continuing service for as long as you 
own the instrument. 


As a Sanborn owner, you receive this continuing service in many forms, 
through nearby Branch Offices, Service Agencies and Resident Repre- 
sentatives in 46 cities: “emergency” calls when required, and prompt 
response to routine requests for supplies and accessories .. . ECG Study 
Courses (by correspondence); the bi-monthly Sanborn Technical Bulletin; 
comprehensive instrument Instruction Manuals... and a Question and 
Answer Service for any problems in the use of Sanborn instruments. 

When a good product is backed by equally good service, only then do 
you get your money’s worth,as a great many of the more than 30,000 
Sanborn owners will agree. 


*From Sanborn, you now have a choice of the 2-speed Model 100 Viso-Cardiette . . . its 
mobile counterpart the Model 100M “Mobile Viso” ... or the compact, fully portable 
18-pound Model 300 Visette. 


SAN BORN . COMPANY 
Medical Division, 175 Wyman St., Waltham 54, Mass. 





Volume XXI, Number 4 


GP 


Ne 


Con 


News 





Continued from page 33 


On the Calendar 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 





MAY 


*10-11: Weld County (Colorado) chapter, spring clinic, 
Weld County Hospital, Greenley, Colo. (11 hrs.) 

*11: Second District Louisiana chapter, psychotherapy in 
general practice, Hilton Inn, Kenner, La. (1 hr.) 

*11: University of Oklahoma, course on neurologic diseases 
in childhood, University of Oklahoma Medical Center, 
Oklahoma City. (4 hrs.) 

ll: New Jersey Diabetes Association and New Jersey 
State Department of Health, second annual spring 
symposium, Princeton Inn, Princeton, N.J. (3 hrs.) 

*11-13: Kentucky chapter, annual meeting, Kentucky 
Hotel, Louisville. (10 hrs.) 

12-14: Nevada chapter, annual meeting, Riverside Hotel, 
Reno. 

*12-15: Virginia chapter, annual meeting, Riverside Hotel 
Convention Center and Cavalier Hotel, Virginia Beach. 
(15 hrs.) 

*15: Allegheny (Pennsylvania) chapter, office procedures 
and clinical medicine, Hilton Hotel, Pittsburgh, Pa. 
(6 hrs.) 

*16-18: University of Minnesota, course on office psycho- 
therapy, University of Minnesota, Minneapolis. (15 hrs.) 

*16-20: New York University-Bellevue Medical Center, 
course on arthritis and related disorders for the general 
physician, New York City. 

‘17: Lima and Allen County chapters, Ohio Academy of 
Medicine, recent developments in high altitude and 
space medical research, Shawnee Country Club, Lima. 
(1 hr.) 

*18: Ohio State Medical Association, Section on General 
Practice, Public Auditorium, Cleveland. 

19: The Thompson, Brumm & Kneeper Clinic, 11th annual 
Dr. F. G. Thompson, Sr. Memorial Lecture, Thompson, 
Brumm & Kneeper Clinic Building, St. Joseph, Mo. 

‘19: University of Wisconsin, two-day course on health 
aspects of air pollution, Wisconsin Center Building, 
Madison. (14 hrs.) 

19: Montgomery Maryland County Tuberculosis and 
Heart Association, second annual heart symposium, 
National Institutes of Health, Bethesda, Md. (7 hrs.) 
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*21-26: North Carolina Chapter and Pediatric Societies of 
North Carolina, South Carolina and Virginia, pediatric 
seminar cruise, T. S. Ariadne. (12 hrs.) 

23: American Society of Anesthesiologists, graduate course 
in anesthesiology, Sheraton Hotel, Chicago, Ill. (6 hrs.) 

*23-25: University of Oregon, cardiology postgraduate 
course, University of Oregon Medical School, Portland. 
(22 hrs.) 

*23-26: University of Kansas, course on surgery, University 
of Kansas Medical Center, Kansas City, Kan. (28 hrs.) 

*30-3: University of Pennsylvania School of Medicine and 
Children’s Hospital, pediatric advances for pediatri- 
cians and general practitioners, Children’s Hospital, 
Philadelphia, Pa. (35 hrs.) 


JUNE 


*2-4: University of Oregon, practical aspects of renal dis- 
ease of infancy and childhood, University of Oregon 
Medical School, Portland. (19 hrs.) 

*3-4: Pennsylvania chapter, the vital first trimester, Po- 
cono Manor Inn, Pocono Manor, Pa. (2 hrs.) 

*6-10: University of Pennsylvania, course on practical pe- 
diatric hematology, Graduate Hospital, Philadelphia. 
(30 hrs.) 

*6-18: University of Pennsylvania, course on bronchology, 
esophagology and laryngeal surgery, Graduate Hos- 
pital, Philadelphia. (60 hrs.) 

*8: University of Oklahoma, course on practical considera- 
tions of neurosurgical problems, University of Okla- 
homa Medical Center, Oklahoma City. (4 hrs.) 

*8: Second District Louisiana chapter, medicine in general 
practice, Hilton Inn, Kenner, La. (1 hr.) 

10-12: Roosevelt University, seminar on hypnosis, Shera- 
ton-Blackstone Hotel, Chicago, Ill. (24 hrs.) 

*11-12: Florida chapter, Arthritis and Rheumatism Foun- 
dation and University of Miami, postgraduate seminar 
in arthritis and related diseases, Diplomat Hotel, Hol- 
lywood-by-the-Sea, Fla. (8 hrs.) 

*13: Harris County (Texas) chapter and University of 
Texas Postgraduate School of Medicine, cardiology, 
Jesse Jones Library Building, Houston. (1 hr.) 

13-17: Canadian Medical Association, annual meeting, 
Banff, Alberta. 

13-17: American Medical Association, annual meeting, 
Miami Beach, Fla. 

*13-17: American Medical Association Section on General 
Practice, Miami Beach, Fla. (15 hrs.) 

*16-18: University of Pennsylvania, course on hematology, 
Graduate Hospital, Philadelphia. (18 hrs.) 

*20-23: University of Pennsylvania, course on ballistocar- 
diogram, Graduate Hospital, Philadelphia. (18 hrs.) 


255 





A museum guard, 

a lecturer and a salesman 
may not have anything 

in common except angina 
pectoris. As angina patients, 
they share a common need 
for Peritrate 20 mg. q.i.d.— 
“‘basic therapy”’ providing 
long-acting coronary 
vasodilatation for fewer, less 
severe attacks, increased 
exercise tolerance, reduced 
nitroglycerin dependence and 
improved ECG findings. 
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As individuals, however, 
their needs vary, so that 
therapy in one should also 
include relief of tension, 
while another may require 
convenience of 
administration. Broad 
coverage protection for 
each patient is afforded 
by a Peritrate formulation 
in terms of 


adaptable 
prophylaxis in 
angina 


pectoris with Peritrate’ 20 mg. 


brand of pentaerythritol tetranitrate 


basic therapy in coronary artery disease: la 


Peritrate 20 mg. with Phenobarbital for the apprehensive 
patient (q.i.d.). 


Peritrate Sustained Action for convenient 24-hour protection ae 


(one tablet in the morning, one 12 hours later). 
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THE ISSUE of generic terms versus trade names 
in physicians’ prescriptions took the spotlight in 
‘the Senate Monopoly Subcommittee’s investiga- 
tion of the drug industry. 

Senator Estes Kefauver (D—Tenn.), sub- 
‘committee chairman, contended that use of 
‘generic terms would result in cheaper prices for 
prescriptions. He said that a switch to generic 
‘terms would enable the small manufacturers of 
‘drugs to give the major companies “‘some good 
honest, old-fashioned price competition.” 

But the drug industry’s chief spokesman, Dr. 
Austin Smith, president of the Pharmaceutical 
Manufacturers Association, vigorously chal- 
lenged Kefauver. Dr. Smith told the subcom- 
mittee that prescribing by generic terms would 
not necessarily mean any savings for the patient. 
' Dr. Smith testified before the subcommittee 
_ that, on the average, only about one penny of 
- each dollar of a person’s disposable income goes 
for drugs—as compared with five cents for liquor 
_ and tobacco and four cents for entertainment. 
He said that the industry had an outstanding 
- record of keeping drug prices down in the face of 
_ general inflation. He said that Americans would 
be paying $1 billion a year more for drugs if their 
prices had gone up as much as the total cost of 
living in the past few years. 

“Behind brand names lie the reputation, reli- 
ability and skill of the manufacturer,” Dr. Smith 
_ testified. ‘Any system to substitute generic terms 
for trade names also would restrict the physi- 
cian’s choice and transfer some of his responsibil- 
ity to the pharmacist. 

“By brand name prescription, too, the doctor 
orders for a patient a specific product in which he 
has absolute knowledge of quality, purity and 
any side effects that might have importance for a 
particular patient.” 

Dr. R. B. Robins, Camden, Ark., a past 
president of the American Academy of General 
Practice, supported Dr. Smith’s position. Ac- 
companying Dr. Smith at the subcommittee 
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hearing, Dr. Robins submitted a statement in 
which he said “‘it is rather impractical and awk- 
ward” in most instances for a physician to pre- 
scribe drugs by generic name. 

“Many firms, especially small firms, peddle 
cheap generic products,” Dr. Robins said. “1 
want my patients to have top quality drugs and 
want to know what firm is going to supply the 
drug for my patient. For that reason, I like to use 
the trade name. It is simpler to write such a 
prescription and I can be assured that no substi- 
tution will be made by the druggist—this assures 
me that the patient will get top quality.” 

Dr. Robins also said that he believes that drug 
advertising and detail men “are very helpful to 
the doctors and in turn to the patients of America 
and their health.” 

Dr. Robins submitted the statement to the 
subcommittee as a private practicing physician 
and not in his capacity as a member of the Board 
of Trustees of the AMA. 

The subcommittee’s hearings were suspended 
until after completion of the Senate debate on 
civil rights legislation. 

The civil rights debate also resulted in post- 
ponement of action in the Senate on legislation 
that would give tax help to physicians and other 
self-employed persons to encourage them to set 
up private retirement plans. 

Prospects improved appreciably for Congres- 
sional approval of such legislation this session. 
The Eisenhower Administration softened its 
former position of outright opposition and drafted 
a compromise proposal. 

The Treasury’s compromise would require 
that self-employed persons who want to take 
advantage of a tax deferral program also set up a 
retirement plan for their employees. 

A House-approved bill pending at this writing 
in the Senate Finance Committee would allow 
self-employed persons to defer taxes on 10 per 
cent of their annual income up to a limit of $2,500 
for retirement purposes. Persons over 50 years 
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... Needs “air in a hurry,” ..< 


you can provide it with a single, convenient tablet of 
NEPHENALIN® PEDIATRIC. Placed under the tongue, 
NEPHENALIN PEDIATRIC releases isoproterenol HCl, 5 mg., 
potent epinephrine homologue, to open the airway with 
utmost speed. Swallowed, the small square red tablet gives 


the child sustained asthma relief with the well-known, 
reliable combination of theophylline (1144 gr.), ephedrine 
(346 gr.) and phenobarbital (1% gr.). NEPHENALIN PEDIATRIC 
is available for your prescription in bottles of 20 and 100 
tablets. Also available: NEPHENALIN (for adults). 
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pid when the legislation takes effect could deduct 
n additional 1 per cent a year for every year 
er 50. This would enable a 60-year-old person 
io defer taxes on 20 per cent of annual income. 
Meantime, Congress was warned against tak- 
ing up legislation to provide health care of the 
ged before more adequate information on the 
problem is gathered. 

Rep. Noah M. Mason (R—IIl.) urged that 
mgress defer consideration of such legislation 
least until next year’s White House Confer- 
mce on Aging submits its recommendations on 
the over-all problems of older persons. He said: 
“Let us not waste the $2 million we have al- 
pady appropriated to bring thousands of good 
minds together to suggest solutions to problems 
of our aging population. Certainly we should get 
‘the benefit of their advice rather than enact legis- 
ation in haste and without proper study.” 

_ Representative Mason, who is ranking Re- 
‘publican on the House Ways and Means Com- 
“Mnittee, said his position was supported by for- 
mer Rep. Robert W. Kean (R—N.J.), Chairman 
of the National Advisory Committee supervising 
preparations for the White House Conference. 

Representative Mason put in the Congres- 
sional Record an exchange of correspondence 
with Representative Kean on the matter. The 
correspondence “reveals the reason why Con- 
_ gress should await the results of the Conference,” 
_ Representative Mason said. 

' Representative Kean predicted that “in all 

probability” the White House Conference would 

| Tecommend mainly for “‘state and local activity” 
in dealing with problems of older persons. 

Dr. F. J. L. Blasingame, AMA executive vice 
president, also voiced a warning against hasty 
action by Congress. In a radio interview in Wash- 
ington, he said it would be “‘neither practical nor 
realistic” for Congress to act until it received 
“more conclusive and complete information” 
compiled on a nationwide basis by the White 
House and other sources. 
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Dr. Blasingame and other AMA officials con- 
ferred with White House aides and Arthur S. 
Flemming, Secretary of Health, Education and 
Welfare. The AMA officials emphasized that the 
medical profession is opposed unalterably to the 
Forand bill or similar legislation that would 
provide for health care of the aged through use 
of the social security program. 

The National Association of Manufacturers, 
in a special report, ““Medical Care of the Aged,” 
charged that the Forand approach is unnecessary 
and “‘would almost certainly evolve into a com- 
pulsory national health insurance plan covering 
the entire population.” 


Other Washington Developments 
SPACE MEDICINE 


A new Office of Life Sciences has been es- 
tablished in the National Aeronautics and Space 
Administration. 

Its director is Clark T. Randt, M.D., who had 
been the agency’s chief scientist for space medical 
research. The new office’s tasks include deter- 
mination of how man can survive in space and 
whether life exists on other planets. 

Its research responsibilities include biomedical 
aspects of manned space ventures, fundamental 
biologic problems of space environments and the 
search for extraterrestrial life. 


X-RAY CONTROLS 


President Eisenhower’s Conference on Occu- 
pational Safety recommended tighter controls 
over use of x-rays. 

In addition to urging stronger x-ray legislation 
by the states, the conference saw a need for 
“effective educational programs.’’ Such programs 
would be aimed at reducing “both consumer and 
occupational exposures to x-rays used for diag- 
nosis and therapy, x-ray installations in industry 
. .. and various x-ray devices, such as shoe-fitting 
fluoroscopes.”’ 
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Helps you 
take the misery out of menopause 





as hormones alone often don’t do 





Fast-acting Milprem directly relieves 





both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses Many physicians find that estrogen therapy is 

with one-week rest periods; during the rest ‘ . 

periods, Miltown alone can sustain the patient. not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 


Composition : Miltown (meprobamate) + conjugated i i 
peat rng dread may make her so miserable that it 
Supplied: Milprem-400, each coated pink tablet becomes a real clinical problem. 

contains 400 mg. Miltown and 0.4 mg. conjugated _ . 

estrogens (equine). Milprem-200, each coated This is where Milprem helps you so much. It 
old-rose tablet contains 200 mg. Miltown calms the woman’s anxiety and tension; pre- 
and 0.4 mg. conjugated estrogens (equine). " 

Both potencies in bottles of 60. vents moody ups and downs; relieves her 
Literature and samples on request. insomnia and headache. At the same time, it 


checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 


& 
® 
M i Te | i } assurances can now help her make her 
adjustment much faster. 


(Miltown® plus natural estrogens) 69 e 
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